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ABSTRACT
Treatment, Diagnostic, Demographic, and Historical Factors
Affecting Mental Health Diversion Outcomes
by
Amanda L. Reed
Advisor: Diana M. Falkenbach, Ph.D.
The deinstitutionalization movement, which began in the 1950s and culminated in the
closure of most psychological institutions by the 1980s, promised to usher in a new era of
community mental health (Torrey et al., 2010). While the movement, which began largely due to
advances in psychological treatment and the exposure of widespread abuses in asylums, was
well-intentioned, it ultimately created new problems for people experiencing mental illness.
Many of the programs designed to handle the influx of newly-released patients were never fully
funded or well-received (Human Rights Watch, 2003). The criminal justice landscape also
changed dramatically around the same time, including new tough on crime policies and the war
on drugs (Human Rights Watch, 2003; Primeau et al., 2013). With no clinical alternatives to
arrest, people experiencing mental illness were more likely to be processed through the criminal
justice system (Seltzer, 2005). Currently, people with mental illness are disproportionately
represented in jails and prisons. One in seven state and federal prisoners and one in four people
in jail meet criteria for having severe psychological distress (Bronson & Berzofsky, 2017).
In order to counter the unintended consequences of deinstitutionalization, mental health
diversion courts have been developed. The courts are designed to provide targeted intervention
for the special needs of people who are both justice-involved and experiencing mental illness.
The goal of diversion programs is to link participants with mental health treatment and other
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community-based services in order to both increase the quality of life of participants and
decrease their impact on overall public safety in the community (DeMatteo et al., 2013). Prior
research has identified benefits to diversion participation, most notably a reduction in recidivism
(Alarid & Rubin, 2018; Case et al., 2009; Dirks-Linhorst & Linhorst, 2012; Han & Redlich,
2015; Hiday & Ray, 2010; Hiday et al., 2015; Hiday et al., 2013; Moore & Hiday, 2006;
Steadman et al., 2011).
The current study sought to examine factors that might affect mental health diversion
outcomes, including program completion and recidivism. Specifically, this study evaluated the
effect of treatment type, demographic factors, diagnosis type, presence of substance use, and
symptom severity on program outcomes. Participants who were assigned to receive residential
treatment based on the typical evaluative process of the diversion program were less likely to
complete the program. The presence of a substance use disorder and unstable housing appeared
to contribute to the decision to assign a participant to residential treatment; those factors also
predicted failure to complete the program. Ultimately, more research is needed to determine
which aspects of the diversion intervention are most beneficial and appropriate.
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Historical Background
Founding of Asylums or The Institutionalization Movement
The deinstitutionalization movement may be the singularly most influential change in the
delivery of mental health services in the United States. However, to fully understand the impact
of the deinstitutionalization movement, one must first understand the precursors to that
movement. In fact, the calls for deinstitutionalization, which were prominent throughout the
1950s and then again in the late 1970s and early 1980s, echoed similar outrage experienced over
100 years prior. The first psychiatric reform movement was actually a call for
institutionalization. In the early 1800s, ministers tending to prisoners in jails, most notably Louis
Dwight in Massachusetts, encountered people who appeared to be incarcerated solely because of
their insanity (Torrey et al., 2010). The resultant investigation led to the recommendation in 1827
that people with mental illness be placed in hospitals rather than jails, and the State Lunatic
Asylum in Worcester, MA was founded (Grob, 1966).
In the 1840s, Dorothea Dix, who would later become one of the most influential
advocates for mental health reform, witnessed continued harsh conditions for prisoners with
mental illness in the East Cambridge Jail in Massachusetts while serving as a Sunday School
teacher. She began advocating for better conditions in Massachusetts and lobbied for increased
funding of the asylum in Worcester (Parry, 2006). In her Memorial to the Legislature of
Massachusetts in 1843, Dix presented her observations of the treatment of people with mental
illness in the jails she visited. She began with a disclaimer: “If I inflict pain upon you, and move
you to horror, it is to acquaint you with suffering which you have the power to alleviate, and
make you hasten to the relief of the victims of legalized barbarity” (p. 3-4). She later continued:
Prisons are not constructed in view of being converted into County Hospitals, and AlmsHouses are not founded as receptacles for the Insane. And yet, in the face of justice and
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common sense, Wardens are by law compelled to receive, and Masters of Alms-House
not to refuse, Insane and Idiotic subjects in all stages of mental disease and privation.
(Dix, 1843, p. 4)
After her success in Massachusetts, Dix conducted a multi-state tour of jails, during
which she visited 300 county jails and 18 state prisons (Parry, 2006; Torrey et al., 2010). She
found universally inhumane treatment of inmates who were mentally ill, including lack of heat or
adequate clothing (Torrey et al., 2010; Viney & Zorich, 1982). She kept meticulous records of
the prisoners she met and the specific conditions they endured.
In her memorials, Dix quoted several sheriffs or wardens of the facilities she had visited.
Her argument was that prisons were not appropriate places for those with mental illness because
they could not provide them with appropriate care or oversight. She quoted the Sheriff of
Middlesex County:
I do not consider it right, just, or humane, to hold for safe keeping, in the county jails and
houses of correction, persons classing as lunatics or idiots. Our prisons are not
constructed with a view to the proper accommodation of this class of persons; their
interior arrangements are such as to render it very difficult, if not impossible, to extend to
such persons that care and constant oversight which their peculiarly unfortunate condition
absolutely demands… (Dix, 1843, p. 30)
These authorities also worried the prison environment might even make mental illness
worse, or at least inhibit the ability to get any better. The surgeon and physician of the prison
hospital at Cambridge stated, “This state of things unquestionably retards the recovery of the few
who do recover their reason under such circumstances, and may render those permanently
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insane, who, under other circumstances might have been restored to their right mind” (Dix, 1843,
p. 29). The Sheriff of Dukes County concluded:
With proper care and attention, lunatics may not only be made comfortable, but in many
instances restored again to society with sound minds. But this care and attention cannot
be expected from those who have charge of prisons, worthy men though many of them
be… (Dix, 1843, p. 31)
As a result of this early observational research, Massachusetts, and, subsequently, other
states along the eastern half of the country, devoted money to building mental asylums to house
people with mental illness or cognitive deficits (Viney & Zorich, 1982). Subsequently, the
percentage of jail or prison inmates with serious mental illness dropped from an estimated 20%
in 1840 to approximately 1% in 1880 (Torrey et al., 2010). In 1880, a census of mentally ill
people identified 40,942 mentally ill people in asylums or hospitals and only 397 mentally ill
people in jails or prisons (Wine, 1888; as cited in Torrey et al., 2010). Low prevalence rates of
mentally ill people in jails or prisons continued to be reported in studies conducted between 1880
and 1960; mentally ill patients were sent to mental hospitals rather than prisons for the next 100
years (Torrey et al., 2010). These trends are displayed in Figure 1.
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Note. Reprinted from Torrey et al., 2010, p. 13
Figure 1
Incarceration Rates of People with Serious Mental Illness through Several Timeperiods

Dix was writing her memorials during a time when psychology was still largely
considered a field of philosophy. In fact, she was writing about the need for psychological care
for individuals with mental illness before there was a true concept of psychology in the United
States. To put this into perspective, Dix’s 1843 memorial was written before the founding of the
first psychology lab by Wilhelm Wundt in 1874 or the first American psychology lab by G.
Stanley Hall in 1883, before the first American textbook on psychology was published in 1886,
before the American Psychological Association was founded in 1892, before Lightner Witmer
founded the first psychological clinic in 1896, and before Sigmund Freud published a first book
on psychoanalysis in 1899 (Greenwood, 2015). In fact, the mental health asylums were simply
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an alternative means for housing the mentally ill in a more humane way than a movement toward
the provision of services.
Deinstitutionalization Movement
As time and the field of psychology progressed, the idea that people with mental illness
required lifelong institutionalization began to seem just as inhumane as their original housing in
jails. By 1955, a census of state hospitals found 560,000 people were housed in these institutions
(Talbott, 2004); this translated to roughly 339 per one hundred thousand people living in mental
institutions (Human Rights Watch, 2003). By 2003, the number of people in mental hospitals had
fallen to fewer than eighty thousand people, roughly 21 per one hundred thousand (Human
Rights Watch, 2003). This change can be attributed to the deinstitutionalization movement,
which began in the 1950s and 1960s with the founding of community centers for mental health
treatment and re-emerged in the 1970s and 1980s with the rapid discharge of large numbers of
psychiatric patients from asylums.
The movement, which sought to remove patients from institutions to treat them in the
community, began much in the same way as the original movement to create the asylums now
targeted for closure. Mental health advocates visited state-run asylums and found deplorable
conditions resulting from severe overcrowding and structural deterioration (Torrey, 1988). In
fact, one of the first published accounts of this mistreatment appeared shortly after the asylums
were founded. Nellie Bly published an accounting of her experiences as an investigative
journalist who went undercover in an asylum (Bly, 1877). She described how little attention was
paid to her or the other patients and how little care or compassion she was given. In one
exchange, after she asked for a nightgown, she was told, “You are in a public institution now,
and you can’t expect to get anything. This is charity, and you should be thankful for what you
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get.” She recalled telling the nurse that the city “pays to keep these places up and pays people to
be kind to the unfortunates brought here.” The nurse reportedly replied, “Well, you don’t need to
expect any kindness here, for you won’t get it” (Bly, 1877, Ch. 11). She described spoiled food,
harsh treatment, overcrowding, unsafe living environments, unhygienic practices, and
punishment, including beatings. When describing the environment, she asked, “What, excepting
torture, would produce insanity quicker than this treatment?” (Bly, 1877, Ch. 12). Ms. Bly also
explained that she tried on numerous occasions to inform staff and doctors about her
mistreatment. She recounted another patient telling her, “It was hopeless to complain to the
doctors, for they always said it was the imagination of our diseased brains, and besides we would
get another beating for telling” (Bly, 1877, Ch. 14). Ms. Bly also encountered many women who
appeared to be sane but were committed for reasons like committing adultery and asking for aid
for the poor. She commented, “The insane asylum on Blackwell’s Island is a human rat-trap. It is
easy to get in, but once there it is impossible to get out” (Bly, 1877, Ch. 16). Ms. Bly’s account
reportedly led to several reforms at the institution and a greater appropriation of funds to that
facility (Bly, 1877). However, the conditions of mental institutions largely remained unchanged.
When Erving Goffman completed sociology field work at St. Elizabeth’s Hospital in
1955, he encountered dehumanizing conditions and treatment of patients. In his book, Asylums,
he described the concept of a “total institution,” which is “a place of residence and work where a
large number of like-situated individuals, cut off from the wider society for an appreciable period
of time, together lead an enclosed, formally administered round of life” (Goffman, 1961, p. xxi).
Goffman explained that aspects of a total institution might be found in other places, but that a
total institution is the one type of environment in which people conduct all aspects of their lives
with the same co-participants, the same authority governing them all, and with a single rational
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plan. He explained that time spent in a total institution may serve to strip a person of his or her
culture in order to render the person “temporarily incapable of managing certain features of daily
life on the outside, if and when he gets back to it” (Goffman, 1961, p. 13). Goffman concluded
that the structure of the institution led to a “mortification” of the person and the dehumanization
and depersonalization of the patients.
This image of an institution asserting complete control over an individual’s functioning
fit well with rising anti-psychiatry sentiment in the 1960s. Authors like Thomas Szasz published
theoretical pieces questioning the existence of mental illness (Szasz, 1960). Szasz conceptualized
mental illness as being defined by “problems in living” or deviations from social, ethical, or legal
norms (Szasz, 1960). He drew attention to the inherent problems with allowing one group of
people to define abnormality solely in relation to its own ethics and morals, and concluded that
“mental illness is a myth, whose function is to disguise and thus render more palatable the bitter
pill of moral conflicts in human relations” (Szasz, 1960, p. 118).
During this time, there was also concern about the utility of psychological diagnosis and
the ability for one person to accurately identify mental illness in another. Rosenhan (1973)
sought to examine the view that “psychological categorization of mental illness is useless at best
and downright harmful, misleading, and pejorative at worst” (Rosenhan, 1973, p. 251). He
conducted an experiment in which he had pseudo-patients gain admission to the hospital with
vague descriptions of psychosis, then act completely as they would in their normal lives and
attempt to be discharged. The patients all easily gained admission to the hospital, and none were
detected by staff during their stay, despite approximately a quarter of the patients on the unit in
some instances guessing the true nature of the admission and the pseudo-patient’s sanity
(Rosenhan, 1973). Rosenhan suggested this could be due to a tendency for physicians to favor
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false positives in diagnosis. In a follow-up study, he notified staff that he would be sending
pseudo-patients to their facility and had them rate every patient on the likelihood they were a
pseudo-patient. Nineteen patients were classified, with a high degree of confidence, as probable
pseudo-patients by a psychiatrist and at least one other staff member during the study window,
despite no actual pseudo-patients ever having been sent to the facility (Rosenhan, 1973).
The idea that mental illness could possibly be, at best, highly inaccurate in diagnosis and,
at worst, a means of social control led to the determination by many activists that the toll of
institutionalization was too high. Summarizing some of the literature leading to
deinstitutionalization (after the process had begun), Klerman (1977) wrote, “whatever the intent
of the humanitarian reformers who founded these institutions in the 19th century, the actual
consequence, until very recent years, has been the creation of human warehouses that produce
humiliation, degradation, and rebellion, rather than treatment and rehabilitation” (p. 621). The
deinstitutionalization movement fit well within the era of social movements for equal rights,
social justice, and questioning of state authority.
At the same time, several other changes occurred that lent credibility to the feasibility and
necessity of closing asylums. One major change was the advent of community-based
psychology. The theory of community mental health is that it is better to treat people with mental
illnesses in their own communities, near their families, homes, and jobs and that communitybased mental health services would be better than institution-based services (Bachrach, 1978).
The underlying assumptions were that communities could and would take responsibility for their
mentally ill members and that deinstitutionalization would necessarily lead to the humanizing of
people with mental illness (Bachrach, 1978). The Community Mental Health Act of 1963
established federal funding to create community mental health centers (Kim, 2016).
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The second change was the introduction of anti-psychotic medications like Thorazine,
which provided hope for treatment of even severe mental illnesses in the community
(Baillargeon et al., 2009). While there was some consensus that people may need hospitalization
in acute states of illness, the idea of stabilization for discharge emerged (Cox, 1978). The new
drugs contributed to shorter hospital stays and increases in discharge rates for patients presenting
with acute psychotic episodes (Klerman, 1977).
A third factor contributing to deinstitutionalization was the legal shift in civil
commitment statutes whereby it became harder for physicians to commit a patient beyond 72
hours, thus reducing the number of people for whom institutionalization could be considered
mandatory (Talbott, 2004). A class action lawsuit in Alabama, Wyatt v. Stickney (1971),
established that “patients involuntarily committed to public mental institution have the
constitutional right to receive such treatment as would give each of them a realistic opportunity
to be cured or improve.” The text of the decision further elaborated that “effective treatment is
constitutionally required because, absent treatment, the hospital is transformed ‘into a
penitentiary where one could be held indefinitely for no convicted offense.’” In the landmark
case Lessard v. Schmidt (1972), Wisconsin’s civil commitment statute was found to be
unconstitutional on the grounds it violated patients’ due process rights. The United States District
Court spoke of the power of the state to deprive a person of fundamental liberties. In the
decision, the court reasoned criminal cases derive that power from police power, which is
restricted by procedural safeguards to protect the rights of the accused. However, the court noted
that no such protections existed in civil commitment cases, which derive power from the concept
of parens patriae or the idea that the government has a role in protecting those who are unable to
care for themselves. The court explained a fundamental consideration in the utilization of the
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parens patriae role is the necessary inclusion of treatment beneficial to the patient. The text of
the decision included multiple examples of possible negative effects of commitment to an
institution. They conclude, “It seems clear, then, that persons suffering from the condition of
being mentally ill, but who are not alleged to have committed any crime, cannot be totally
deprived of their liberty if there are less drastic means for achieving the same basic goal”
(Lessard v. Schmidt, 1972, p. 1096). Ultimately, the Supreme Court, in O’Connor v. Donaldson
(1975) found that “A State cannot constitutionally confine, without more, a nondangerous
individual who is capable of surviving safely in freedom by himself or with the help of willing
and responsible family members or friends…” (p. 573). A key issue in this case was the presence
of possible community-based care for Mr. Donaldson and the absence of any psychological care
in the institution; the institution was described as providing “a simple regime of enforced
custodial care, not a program designed to alleviate or cure [Donaldson’s] supposed illness” (p.
569). These findings established that patients had a right to receive rehabilitative treatment in the
least restrictive environment (Cox, 1978).
Finally, several financial considerations were related to the shift away from state-run
institutions. Funding under Medicaid, Medicare, and Supplemental Social Security Income
shifted such that states could place the fiscal burden of the mentally ill on federal programs if
they moved them out of state institutions (Kim, 2016; Talbott, 2004). It is unclear if these
considerations were accompanied by an assumption that the federal government could and would
fund appropriate community-based programs.
Ultimately, public sentiment began to shift in favor of deinstitutionalization in a rare
social issue agreed upon by both liberals and conservatives; fiscal conservatives viewed asylums
as unnecessary financial burdens and social liberals regarded the abuse suffered by many patients
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as a civil rights issue (Klerman, 1977; Torrey et al., 2010). As such, states, led by California,
began the process of emptying state hospitals. Between 1955 and 1975, the state hospital resident
population decreased by 66%, and the percentage of patient care instances occurring in mental
hospitals dropped from roughly 50% in 1955 to 9% in 1975 (Bachrach, 1978). By 2003, the
number had fallen to fewer than 80,000 people (Human Rights Watch, 2003).
Unfortunately, the movement, while well-intentioned, was based on best-case scenarios
and did not predict or account for barriers to treatment (e.g., resistance by many patients to
consistently take the new anti-psychotic medications) (Torrey et al., 2010). Also, the theory of
community mental health was never tested prior to the opening of the floodgates. Federal grants
for the establishment of community treatment centers carried no long-term provisions and state
funds, presumably no longer needed to run asylums, were never diverted to use for new
community-based services (Human Rights Watch, 2003). The theory that community care would
be of higher quality or cost less than institutional care relied on the assumption that a model for
community care would be developed, funded, and implemented. However, reports 25 years after
the beginning of deinstitutionalization found few such centers and the absence of comprehensive
services in the community, which would be commonplace in hospitals, including “medical and
psychiatric care, social services, housing and nutriment, income maintenance or appropriate
employment, and vocational and social rehabilitation” (Talbott, 2004, p. 1113). Therefore, the
new era of mental health care in the community never materialized despite the steady stream of
patients being released from closed asylums (Human Rights Watch, 2003). People living with
mental illness were now struggling to find appropriate treatment and housing.
The model of community care became almost as absolute as the original institutional
model; patients were often unable to voluntarily refer themselves or be referred to mental
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institutions for higher levels of care when community resources were lacking or their symptoms
did not remit. Those who were admitted were more likely to be discharged prior to full
stabilization or establishment of continuous care in the community (Lamb & Weinberger, 2005).
As one psychiatrist, Darold Treffert, noted, “In the zeal to impeccably protect a patient’s civil
liberties, an increasing number of troubled and psychotic patients are, as I choose to refer to the
situation, ‘dying with their rights on’… a morbid clinical-legal triumph” (Treffert, 1974, p. 49).
He later continued:
For surely there must be some reasonable middle ground between protecting the right of
the psychiatric patient to remain free – a precious and important right – and protecting the
right of both that patient and those around him or her from tragic and untoward effects of
the patient’s illness. The latter right has been overwhelmed recently by our preoccupation
with the former, but physicians and society must be equally concerned about both.
(Treffert, 1974, p. 49)
Treffert concluded by noting society appears to have “moved backward recently, toward once
again criminalizing the mentally ill, taking a stance I thought we have abandoned a century ago”
(Treffert, 1974, p. 52).
Prevalence of Mental Illness in Correctional Settings
The effect of psychiatric reform and deinstitutionalization was seen in jails and prisons,
where reports indicated an influx in mentally ill prisoners (Torrey et al., 2010). As shown in
Figure 2, it appeared that Penrose’s law, which theorized that the population of psychiatric
hospitals and prisons was inversely correlated, was accurate (Penrose, 1939). During the height
of deinstitutionalization, the rates of hospitalization in mental hospitals and incarceration in
prison crossed and diverged in opposite directions.
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Note. Reprinted from Harcourt, 2011, p. 42
Figure 2
Rates of Institutionalization in the United States (per 100,000 adults)

However, it is important to understand the changing criminal justice landscape that
coincided with the second major push for deinstitutionalization. Multiple factors converged in
the 1970s and 1980s which led to an increase in the number of incarcerated people in the United
States after that time. Tough on crime policies, the “war on drugs,” and zero-tolerance policing
widened the net of people who would be arrested; mandatory minimums and repeat offender
laws increased the likelihood those offenders would be incarcerated for longer periods of time
(Human Rights Watch, 2003; Mai & Subramanian, 2017; Primeau et al., 2013). These policies
created a perfect storm for people with mental illness. During the same time, the
deinstitutionalization movement was in full swing and more people with mental illnesses were
being released to the community, whether there were appropriate programs for intervention
available or not (Kim, 2016). Many of them were struggling to find housing after being released
13

from institutions and possibly exhibiting symptoms that would interfere with their abilities to
maintain employment or conform to the rules of housing programs. Without money or stable
housing, they were more likely to commit what could be called “survival” offenses like
trespassing or stealing necessary items, and those offenses were suddenly more likely to result in
an arrest (Primeau et al., 2013). Once arrested, people with mental illness were more likely to be
re-arrested in subsequent encounters with the police (Lamb & Weinberger, 2005). The legal
climate also shifted around the same time due to litigation surrounding involuntary
commitments; it became harder to commit people to institutions before they committed a crime
(Human Rights Watch, 2003). As a result, the wide net of incarceration began to include people
with mental illnesses who were committing “quality-of-life” offenses for survival (e.g., loitering,
stealing, trespassing) or who were destabilized and committing general criminal offenses
(Primeau et al., 2013). The absence of a suitable mental health placement in lieu of arrest also
meant that prior discretionary actions by police were no longer available; instead of trying to
bring people experiencing mental illness to the hospital for admission, they were more likely to
be arrested (Seltzer, 2005). In fact, adults with mental illness were twice as likely to be arrested
for the same behaviors as people without a mental illness because some officers believed they
were providing some level of help to people who were experiencing homelessness and mental
illness (Seltzer, 2005).
The population of prisoners experienced rapid growth during the following 30-40 years,
with the number of people in state prisons growing by 600 percent between 1970 and 2009 (Mai
& Subramanian, 2017). The Department of Justice, Bureau of Justice Statistics, recorded a total
of 1,430,800 prisoners who had been sentenced to more than one year in state or federal prison
for the year 2019 (Carson, 2020). In 2018, a report was published on all correctional populations
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in the United States during the year 2016. The Bureau of Justice Statistics recorded 1,505,400
people in prison and 740,700 people in local jails, which brought the number of incarcerated
individuals in this country to over 2 million (Kaeble & Cowhig, 2018). Including people under
community supervision (i.e., probation or parole), there were 6,613,500 total people supervised
by the U.S. adult correctional system in 2016 (Kaeble & Cowhig, 2018). In 2016, approximately
1 in 38 people in the United States was under some form of correctional supervision. These
numbers demonstrate the large growth of the prison population in the era of mass incarceration,
despite the more recent downward trend in the last 11 years.
General prevalence rates of mental illness in the United States have also risen over the
past decade (SAMHSA, 2020). In 2019, 20.6% of adults, representing approximately 51.5
million people, reported having a mental illness during that year, and 5.2% or 13.1 million
people reported having a serious mental illness during that year (SAMHSA, 2020). However, in
the same comprehensive survey by SAMHSA (2020), only 16.1% of adults received some form
of mental health treatment, including prescription medication, outpatient mental health treatment,
or inpatient mental health services. Among the people who had any reported mental illness,
26.0% (13.3 million people) believed they had an unmet need for mental health services; this
percentage was higher than any other year in the prior decade. Similarly, 47.7% (6.2 million
people) who had a serious mental illness perceived they had an unmet need for services. This
percentage was also higher than most years in the preceding decade. Overall, rates of mental
illness have risen in the general population, but services for people with mental illness do not
appear to be meeting their needs (SAMHSA, 2020).
The rising numbers of both people who are incarcerated and people with (untreated)
mental illness have resulted in a disproportionate number of people with mental illness who are
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housed in jails or prisons. One in seven state and federal prisoners and one in four people in jail
meet criteria for having severe psychological distress (Bronson & Berzofsky, 2017). As of 2000,
1 in 8 inmates was receiving mental health therapy while incarcerated (Kinsella, 2004). The
prevalence rates of serious mental illness in people who are incarcerated also significantly
exceeds national prevalence rates for those disorders in the community (Kinsella, 2004; Prins,
2014).
A comprehensive survey in 1997 found relatively large percentages of people with major
mental health diagnoses, including 2.3-3.9% with schizophrenia or another psychotic disorder,
13.1-18.6% with major depression, 2.1-4.3% with bipolar disorder, and 22-30% with some form
of anxiety disorder including obsessive compulsive disorder (OCD) and posttraumatic stress
disorder (PTSD) (Kinsella, 2004). A cross-sectional study of inmates in Iowa found even higher
percentages of inmates with major mental health disorders (N=8,574); 47.7% of their sample had
a diagnosable mental illness, and 28.6% were classified as having a serious mental illness (AlRousan et al., 2017). The prevalence of prisoners in Iowa with psychotic disorders was 8.9% and
schizophrenia was 3.0% (Al-Rousan et al., 2017). A report by the Human Rights Watch (2003)
summarized, “In the United States, there are three times more mentally ill people in prisons than
in mental health hospitals, and prisoners have rates of mental illness that are two to four times
greater than the rates of members of the general public” (p. 1).
More recently, the U.S. Department of Justice, Bureau of Justice Statistics issued a report
on mental health problems in prisoners, as reported through face-to-face interviews (Maruschak
et al., 2021). They found that 41% of state and federal prisoners had a history of a mental health
problem. They also found that 13% of all prisoners reported experiencing serious psychological
distress during the previous 30 days. With regard to specific psychological diagnoses, major
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depressive disorder represented the largest diagnostic category with 27.1% of state and 13.7% of
federal prisoners. Bipolar disorder was reported by 23.3% of state and 9.4% of federal prisoners,
anxiety disorder was reported by 22.2% of state and 10.4% of federal prisoners, posttraumatic
stress disorder was reported by 14.1% of state and 6.9% of federal prisoners, and schizophrenia
or other psychotic disorders were reported by 8.8% of state and 3.2% of federal prisoners.
Personality disorders were reported by 11.4% of state and 4.8% of federal prisoners. When
compared to the most recent general prevalence rates for mental illness, cited above, the 41% of
prisoners with a mental health problem is double the general prevalence rate of 20.6% in the
community.
Torrey and colleagues (2010) also examined trends related to the incarceration of
individuals with mental illnesses across America. They found that there were three times as
many mentally ill people in jails or prisons as there were in hospitals. The percentage of
seriously mentally ill prisoners (16%) had almost tripled since 1983 when the percentage was
6.4. During the same time period, the number of psychiatric hospital beds greatly diminished. In
1955, there was reportedly one psychiatric bed for every 300 people in the United States. By
2005, there was one psychiatric bed for every 3,000 people in the United States (Torrey et al.,
2010). Jails and prisons became the largest providers of mental health services in the United
States.
As can be seen in Figure 1, the percentage of prisoners with serious mental illness is
rising back to the numbers seen in the 1840s, before mental health treatment was considered the
norm. In both the original movement from jails to asylums and the subsequent
deinstitutionalization movement from asylums back to jails, the net effect was
transinstitutionalization. Primeau and colleagues (2013) define transinstitutionalization as the
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transfer of dependency for people with mental illnesses from one institution (asylums) to another
(jails or homeless shelters). Of note, research examining the effects of transinstitutionalization
found no evidence of it during the early phases of deinstitutionalization between 1950 and 1980;
the shift towards more punitive penal policies is directly linked to the deinstitutionalization to
imprisonment association (Kim, 2016). The failure of the community to provide for the
comprehensive needs of its members with mental illness, coupled with the “tough on crime”
criminal justice reforms of the 1980s led to the criminalization of mental illness.
Legal Considerations for Treatment in Correctional Environments
States must pay for multiple healthcare-associated programs for inmates, including
mental health services, due to the public health risk posed to individual communities by
untreated, recently released prisoners and Eighth Amendment protections against cruel and
unusual punishment (Kinsella, 2004). In fact, the United States Supreme Court established
inmates as currently the only class of people who are constitutionally guaranteed the right to
health care in Estelle v. Gamble (1976). In Bowring v. Godwin (1977), the court found there was
“no underlying distinction between the right to medical care for physical ills and its
psychological or psychiatric counterpart,” thereby extending prisoners’ right to treatment to
psychological intervention (p. 47). However, the extent to which prisoners are afforded access to
mental health treatment is determined by the individual facilities’ policies and staff. Research
conducted during the 2004 Survey of Inmates in State and Federal Correctional Facilities found,
of the prisoners who reported receiving psychiatric medication prior to being incarcerated, only
42-52% were receiving psychiatric medication while incarcerated (Reingle et al., 2014). Only
41-46% of prisoners used counseling services and 20% used self-help groups. Of course, all
these interventions could be affected by individual prisoners’ motivation or consent for
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treatment. However, these rates of treatment leave some question as to the accessibility of mental
health services in prisons.
The Human Rights Watch Report (2003) indicates that there is little research available
about the types of services offered to inmates beyond medication management. However, they
note that preliminary reports and findings from lawsuits indicate that many correctional
institutions may focus only on medication as the main way to treat mental illnesses instead of
multi-faceted approaches including individual and group therapies; the sole focus on medication
runs counter to the court’s decision in Ruiz v. Estelle (1980). In Ruiz v. Estelle (1980), an
unprecedented full review of the Texas Department of Corrections was conducted after a class
action lawsuit on behalf of prisoners in Texas alleging unsuitable jail and prison conditions. The
court found that one of the areas where Texas was inadequately conforming to prior rulings was
in the protections afforded prisoners in Estelle v. Gamble, which defined a constitutional right to
medical care for prisoners, and interpreted by Bowring v. Godwin to include mental health
services. In Ruiz v. Estelle (1980), the court identified six qualities of mental health services
which would conform to the standards of the law: (1) a systematic program for screening and
evaluating inmates for mental health services; (2) treatment beyond segregation and observation;
(3) sufficient numbers of trained mental health professionals to provide treatment; (4)
confidential records maintained; (5) supervision and evaluation of prescriptions; and (6) a
program to identify, treat, and supervise inmates with suicidal tendencies (p. 1339). The court
elaborated that mental health treatment in the Texas facilities was inadequate for multiple
reasons, not the least of which was the lack of psychiatric care beyond medication
administration. They wrote, “‘Treatment’ there consists almost exclusively of the administration
of medications, usually psychotropic drugs, to establish control over disturbed inmates. Other
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options, such as counseling, group therapy, individual psychotherapy, or assignment to
constructive, therapeutic activities are rarely, if ever, available on the units” (Ruiz v. Estelle,
1980, p. 1332).
Kolodziejczak and Sinclair (2018) identified several barriers to effective treatment in
correctional environments. Funding for mental health services may not be commensurate with
the growing demand for services. As such, facilities may face a shortage of qualified mental
health professionals. This results in large caseloads, which leaves little room for much beyond
medication management. Correctional institutions tend to have higher staff turnover, which
could also result in less continuity of care or difficulty establishing and maintaining rapport.
Non-mental health staff may be tasked with using screening measures to identify inmates who
may benefit from treatment. This may result in diagnostic errors because those instruments may
not be developed for use in correctional settings, staff may either over suspect or under suspect
malingering, or inmates may feel less comfortable sharing their mental health history or
symptoms with non-mental health staff during an intake to the facility. Finally, there is generally
only a small amount of training dedicated to mental illness in the correctional environment,
which means the staff in those institutions may be ill-prepared to effectively handle mental
health crises in a non-punitive way.
It appears, despite significant advancement in available psychological treatment in the
roughly 175 years since Dorothea Dix first memorialized the treatment of people with mental
illnesses in jails and prisons, that one could continue not to consider it “right, just, or humane, to
hold for safe keeping, in the county jails and houses of correction, persons classing as [people
with mental illness or intellectual disabilities]” (Dix, 1843, p. 30). Diversion courts were
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introduced to address the unique needs of people living with mental illness who may also be
incarcerated.
Emergence of Diversion Courts
Diversion Theory
The original roots of modern diversion courts can be traced to the first juvenile courts,
dating as far back as 1899 in Chicago, which developed as a means to utilize a rehabilitative
approach to juveniles, rather than a purely punitive approach (Winick, 2003). The idea that a
separate court could better serve a distinct population with special needs would later form the
foundation of specialty courts. Even after the identification of the need for separate courts for
juveniles, traditional courts still functioned as a dispute resolution mechanism, whether the
dispute was between two parties in a civil suit or between the government and an individual in a
criminal matter (Winick, 2003). However, court actors began to recognize that several social or
psychological problems often resulted in court involvement. New court theory began to emerge
that identified the courts as uniquely able to intervene on the underlying problems which
appeared to affect typical disputes, especially those that were criminal in nature (Winick, 2003).
This shift in perspective incorporates the theory of therapeutic jurisprudence, which
posits that the law should minimize antitherapeutic effects and increase its therapeutic potential
(Winick, 2003). The movement toward therapeutic jurisprudence began in the 1980s when an
analysis of mental health law found that the laws often produced antitherapeutic consequences
for the people the laws were initially constructed to help or protect (Winick, 2003). This concept,
while initially applied only to mental health law, began to influence theory and legal practice in
other arenas, including how attorneys and judges interacted with justice-involved individuals, as
well as general legal reform (Babb & Wexler, 2014). It is considered a “lens” through which to
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view the law and the process of law in order to promote well-being and maximize therapeutic
outcomes while still upholding judicial values like due process (Babb & Wexler, 2014).
Diversion courts are part of a larger model of community-based alternatives for criminal
justice involvement. The Sequential Intercept Model by Munetz and Griffin (2006)
conceptualizes the five points or “Intercepts” in the criminal justice process where an alternative
intervention could be made: (1) pre-arrest by law enforcement or emergency services; (2) post
arrest during initial detention or initial hearings; (3) during the trial process; (4) during re-entry
from incarceration; or (5) during post-release supervision. The term “diversion” can apply to any
program that intercepts the defendant prior to the resolution of the trial (Intercepts 1-3) because
those programs divert an individual away from standard prosecution to a specialized program.
While this paper focuses on the third intercept of the model, it is important to note the possible
efficacy of intervention at earlier intercepts or outside the framework of the justice system
entirely, which could ultimately obviate the need for diversion from incarceration (see Heilbrun
et al., 2012 for a comprehensive review of literature for each point of the Sequential Intercept
Model). Community-based services targeting both criminogenic needs of people with mental
illness and possible destabilizing factors for the exacerbation of those illnesses could provide
preventative intervention before an arrest is warranted. Several evidence-based treatment
programs, such as forensic assertive community treatment, supported housing programs, mobile
crisis services, supported employment, and peer support services, have shown promise in
reducing incarceration rates of people with mental illness (see Bazelon Center for Mental Health
Law, 2019 for a review). Preventative programs aimed at providing increased services prior to
arrest and programs designed to divert those for whom those programs did not reach or did not

22

work away from justice-involvement would likely best be developed in concert and at equal rates
(if not with an emphasis on prevention).
Diversion courts or programs, which are the main focus of this paper, occur at the third
intercept, during the trial process. Collectively, these specialty courts are referred to as “problemsolving courts” and include drug, mental health, veteran, family dependency, community,
domestic violence, and prostitution courts (DeMatteo et al., 2013). The theory underlying
diversion through specialized courts is that offenders in the covered areas have specific needs
that could be addressed through targeted intervention. However, correctional facilities’ main
priorities are inmate security and public safety. As such, offenders’ specialized needs, including
substance use or mental health treatment, are necessarily of secondary concern, at most when
they are incarcerated (DeMatteo et al., 2013). By targeting the needs of the offender (e.g.,
substance use or mental health symptoms), the diversion program may improve the offender’s
quality of life and decrease the likelihood of recidivism while maintaining the safety needs of the
community (DeMatteo et al., 2013).
Substance Use Courts
Mental health diversion courts are direct descendants of the drug courts that began in
1989 in Dade County, Florida (Winick, 2003). Authorities in that jurisdiction saw a marked
increase in offenders with substance-related charges and low rates of treatment conversion when
people were merely offered substance use treatment (Marlowe et al., 2016). The Center on
Addiction estimates that 85% of adult inmates in the corrections system are “substance
involved,” and 65% have a history of drug or alcohol abuse (“Cost of,” 2017). Substance use has
been linked with an increase in criminal recidivism while treatment has been shown to
significantly decrease recidivism (Marlowe et al., 2016). Unfortunately, traditional programs,
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which referred offenders to treatment post-release, experienced high levels of premature
termination and low levels of referral to treatment conversion; some estimates indicate three
quarters of referrals under these circumstances fail (Marlowe et al., 2016). Incarceration does
little to address the underlying cause of continuous recidivism for nonviolent offenders convicted
of crimes directly related to substance use and court dockets were overloaded with associated
crimes (Winick, 2003). Thus, local courts recognized that a punitive method of dealing with
offenders was not successful at reducing recidivism. Instead, the drug court was established to
target factors that could influence recidivism and continued drug use through treatment and case
management (DeMatteo et al., 2013). In the drug courts, the judge is positioned as a member of
the treatment team.
The National Drug Court Institute publishes updates every five years tracking drug court
usage and outcomes. The most recent report (Marlowe et al., 2016) utilized data from all 50
states through the end of 2014. They found that there were 3,057 drug courts in the United
States, which included a 24% increase over the prior five years, and drug courts were estimated
to have served 127,000 participants in 2014 alone (Marlowe et al., 2016). The report indicated
the average graduation rate for drug court programs in 2014 was 59% with a range of 50% to
75%. However, the report also found that 44% of U.S. counties did not have a drug court, which
means that there is significant room for introduction of and expansion of these programs.
As the longest standing problem-solving courts, the research base for drug courts is also
the most conclusive. Marlowe and colleagues (2016) summarized the findings of at least nine
multi-study reviews, including meta-analyses, and found that drug courts reduced recidivism by
35-80% and their effects lasted from at least three years to 14 years. The programs were found to
not only reduce recidivism but also to decrease substance use and improve participants’ family
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relationships and access to resources, which are the two identified theoretical targets of diversion
courts (Marlowe et al., 2016).
Mental Health Courts
Formation of Mental Health Courts
The success and expansion of drug courts led to the formation of other problem-solving
courts with similarly definable needs, including mental health courts. The mental health court in
Broward County, Florida, established in 1997, is typically credited as the first mental health
court (Winick, 2003). There is some agreement that a court operating in Marion County, Indiana
as early as 1980 may have truly been the first (Iowa Consortium for Mental Health, 2001;
Steadman et al., 2001). The court was re-established as the PAIR Mental Health Diversion
Project in 1996 (Iowa Consortium for Mental Health, 2001). However, an article from 1975
called “Diversion of Law Violators to Mental Health Facilities” describes a system in use in
North Carolina since 1968 through which law enforcement officers, relatives, or judges (among
others) could refer a defendant for mental health treatment at various points in the proceedings
(arrest, post-booking, sentencing, or post-sentencing) (Borgman, 1975). The study reported on 50
such participants between 1968 and 1974 who had accepted mental health treatment in exchange
for having their charges dropped. Interestingly, the tone of the paper did not suggest that this was
a necessarily novel approach. Of course, this was occurring prior to the legal changes made to
commitment procedures and the full force of the deinstitutionalization movement.
The National Drug Court Institute also publishes information on other problem-solving
courts, including mental health courts. As of December 2014, there were 1,311 problem-solving
courts not including drug courts (e.g., mental health, truancy, domestic violence) (Marlowe et al.,
2016). The number of problem-solving courts increased by 10% from the preceding five years.
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Mental health courts comprised 29% of the nationwide problem-solving courts (approximately
380 courts) (Marlowe et al., 2016).
In the August 2000 meeting of the Conference of Chief Justices and the Conference of
State Court Administrators, a task force proposed several steps to be implemented in order to
advance the proliferation of what they termed “problem-solving courts” (Conference of Chief
Justices and Conference of State Court Administrators, 2000). They cited an increasing call for
the courts to address “certain complex social issues and problems, such as recidivism, that they
feel are not most effectively addressed by the traditional legal process” (Conference of Chief
Justices and Conference of State Court Administrators, 2000, p. 1). The task force expressed a
desire to utilize the drug court model in establishing special courts and court calendars that
would utilize principles of therapeutic jurisprudence, including judicial oversight and
intervention and collaborative involvement of community-based and governmental
organizations. In July 2004, the Conference of Chief Justices and the Conference of State Court
Administrators adopted a resolution in support of two proposed laws under review by Congress
(H.R. 2387 and S. 1194) that would provide resources for states to implement programs for
mentally ill offenders (Conference of Chief Justices and Conference of State Court
Administrators, 2004). The Mentally Ill Offender Treatment and Crime Reduction Act of 2004
(Public Law 108-414) established Adult and Juvenile Collaboration Program Grants to facilitate
the continuation and enactment of specialized, collaborative programs aimed at increasing the
use of alternatives to prosecution for offenders with mental illnesses or co-occurring mental
illnesses and substance abuse disorders.

26

Guidelines for Mental Health Courts
The Council of State Governments Justice Center (2008) adapted the guidelines outlining
best practices for drug courts to develop the Essential Elements of Mental Health Courts. The
document contains ten elements of forming and executing mental health courts:
1. Planning and Administration – A broad-based group of stakeholders representing the
criminal justice, mental health, substance abuse treatment, and related systems and the
community guides the planning and administration of the court.
2. Target Population – Eligibility criteria address public safety and consider a
community’s treatment capacity, in addition to the availability of alternatives to pretrial
detention for defendants with mental illnesses. Eligibility criteria also take into account
the relationship between mental illness and a defendant’s offenses, while allowing the
individual circumstances of each case to be considered.
3. Timely Participant Identification and Linkage to Services – Participants are identified,
referred, and accepted into mental health courts, and then linked to community-based
service providers as quickly as possible.
4. Terms of Participation – Terms of participation are clear, promote public safety,
facilitate the defendant’s engagement in treatment, are individualized to correspond to the
level of risk the defendant presents to the community, and provide for positive legal
outcomes for those individuals who successfully complete the program.
5. Informed Choice – Defendants fully understand the program requirements before
agreeing to participate in a mental health court. They are provided legal counsel to inform
this decision and subsequent decisions about program involvement. Procedures exist in
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the mental health court to address, in a timely fashion, concerns about a defendant’s
competency whenever they arise.
6. Treatment Supports and Services – Mental health courts connect participants to
comprehensive and individualized treatment supports and services in the community.
They strive to use – and increase the availability of – treatment and services that are
evidence-based.
7. Confidentiality – Health and legal information should be shared in a way that protects
potential participants’ confidentiality rights as mental health consumers and their
constitutional rights as defendants. Information gathered as part of the participants’ courtordered treatment program or services should be safeguarded in the event participants are
returned to traditional court processing.
8. Court Team – A team of criminal justice and mental health staff and service and
treatment providers receives special, ongoing training and helps mental health court
participants achieve treatment and criminal justice goals by regularly reviewing and
revising the court process.
9. Monitoring and Adhering to Court Requirements – Criminal justice and mental health
staff collaboratively monitor participants’ adherence to court conditions, offer
individualized graduated incentives and sanctions, and modify treatment as necessary to
promote public safety and participants’ recovery.
10. Sustainability – Data are collected and analyzed to demonstrate the impact of the
mental health court, its performance is assessed periodically (and procedures are
modified accordingly), court processes are institutionalized, and support for the court in
the community is cultivated and expanded. (pp. 1-10)
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Evaluations for Mental Health Courts
Potential participants are referred for evaluation by court actors (i.e., judges, prosecutors,
defense attorneys) or staff at the pre-trial correctional facility (i.e., discharge planners, social
workers). Steadman and colleagues (1999) identified four steps to diversion: screening for
mental illness, evaluation for treatment eligibility, collaboration with involved parties including
legal and treatment providers, and referral to treatment. Evaluations typically involve diagnostic
clarification, an assessment of risk, and an evaluation of barriers to treatment compliance.
Diversion courts have varied eligibility requirements for the diagnostic component of the
evaluation. Some courts simply require the presence of mental health symptoms while others
require a diagnosable mental health disorder or a disorder designated as a serious mental illness
(SMI) (Barber-Rioja et al., 2017). It is important to note that acceptance into a mental health
diversion program is not always predicated on finding a link between the instant offense and
mental health symptoms, although some courts may require it (Barber-Rioja et al., 2016).
Barber-Rioja and colleagues (2017) explain multiple unique aspects of diversion
evaluations including the use of collateral sources, the evaluation of malingering, and other
important ethical considerations. These evaluations may be different from other forensic
evaluations in that they occur prior to the adjudication of the case and typically include questions
about the instant offense, but there are no clear restrictions about how the information in the
report could be used against defendants if they are not found eligible for diversion (Barber-Rioja
et al., 2017). This means even participation in an evaluation for mental health diversion court
eligibility could have negative consequences for any subsequent defense strategy; this differs
from the typical handling of other forensic evaluations like competency to stand trial or criminal
responsibility.
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There is also some research into the applicability of risk assessment instruments in
predicting outcomes like diversion noncompliance or recidivism. Barber-Rioja and colleagues
(2012) found some support for the use of the Historical-Clinical-Risk Management-20 (HCR-20)
and the Psychopathy Checklist Screening Version (PCL:SV) for predicting treatment
noncompliance and reincarceration. Similarly, Lowder and colleagues (2019) found some
support for the use of the Short-Term Assessment of Risk and Treatability (START) and the
Level of Service Inventory – Revised (LSI-R) to predict recidivism. Since evaluations for
diversion programs necessarily include an analysis of the person’s ability to be maintained safely
in the community, incorporation of a risk instrument may be prudent. However, more research
about the validity of these instruments in diversion settings is needed as they were not
specifically designed for these questions or this setting.
Cost-Benefit Analysis
It is difficult to accurately and completely measure the costs associated with mental
health courts as each court employs a different format, and the costs are often spread across
multiple community-based agencies. It is also difficult to ascertain factors like social benefits or
costs associated with either group to truly determine if the effectiveness of the programs balance
the relative costs. Some studies in this area have used a transactional cost analysis design to
consider both the costs and the cost savings related to prevention (Kubiak et al., 2015). It is
difficult to compare results from different studies or jurisdictions because each study employed
different measurements in determining costs and benefits; for example, some studies
incorporated measurements related to victim costs and others focused solely on directly observed
monetary costs. Ultimately, each jurisdiction may benefit from conducting an analysis or
estimate of the monetary costs as these outcomes have been shown to differ by location, types of
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services included in the specific program, or the variables included in each measurement, which
could differ depending on the views of relevant stakeholders in each jurisdiction.
The Vera Institute of Justice published the results of a comprehensive survey of state
prison facilities including their numbers of employees, numbers of incarcerated individuals, and
expenditures (Mai & Subramanian, 2017). They found for the year 2015, the total expenditure on
state prisons was approximately $43 billion (using data from 45 responding states). Annual costs
per inmate varied from $14,780 in Alabama to $69,355 in New York with an average of $33,274
(Mai & Subramanian, 2017). A study from 1997, over 20 years ago, estimated that the cost of
treating psychiatric disorders in jails and prisons was $15 billion annually (Kinsella, 2004). The
relative costs of incarcerating a typical prisoner versus a prisoner with mental illness are
estimated to be $80 per day versus $140 per day in Pennsylvania (Human Rights Watch, 2003).
This increase in cost includes mental health services, medications, and additional correctional
staff. Multiple studies of the cost-benefit analysis of drug courts have shown that drug courts
return approximately $2-4 for every $1 invested (Marlowe et al., 2016).
In 2007, the RAND Corporation published a study of the cost-benefit ratio of a mental
health diversion court in Pennsylvania (Ridgely et al., 2007). The authors looked at treatment,
criminal justice, and cash assistance costs for mental health court participants. During the first
year of participation in the program, “the decrease in jail expenditures mostly offsets the cost of
the treatment services” (Ridgely et al., 2007, p. xi). During the second year of follow-up on a
sub-sample of participants, the treatment costs returned to the same level as before their
participation, but the jail costs were decreased. Over the last two quarters, the savings was over
$1,000 per quarter. They also found that the estimated savings was larger for people in more
severely distressed groups like people with psychotic disorders, people charged with felonies,
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and people evidencing higher psychiatric severity and lower functioning. However, the authors
noted those savings were still not statistically significant in the first year of the program.
A study examining the costs of diversion for people with serious mental illness and cooccurring substance abuse in four different sites found high variability in the cost comparison
between those who were diverted and those who were not (Cowell et al., 2004). They examined
court costs, jail costs, police costs, and healthcare costs. Due to variability across the four
programs, including that one of them was a pre-booking diversion program while the other three
were post-booking diversion programs, an overall cost-benefit analysis was not included. They
found, as expected, that jail costs were higher for the non-diverted than the diverted. The health
care costs, however, were typically higher for the diverted than the non-diverted; although, in
New York City, the non-diverted group had slightly higher healthcare-related costs. However,
the treatment cost differences were not statistically significant for the post-booking sites. Overall,
the pre-booking site in Memphis demonstrated increased costs associated with the diverted group
($6,576 higher). The post-booking site in New York City demonstrated decreased costs for the
diverted group ($6,260 lower). The post-booking sites in Tucson and Lane County both had
lower costs associated with diversion. However, those differences were not statistically
significant.
In order to study the possible long-term savings or costs associated with mental health
diversion, Kubiak and colleagues (2015) followed participants in a felony-level mental health
diversion program who had either completed the program (n = 40) or were enrolled but did not
complete a diversion program (n = 65) for one year after the end of the program. They also
compared both those groups to a group of people who were eligible for diversion but were not
enrolled (n= 45); all participants in this category were on probation. They found an average of
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$22,906 savings between participants who completed the program and those in the comparison
group. They also found an average of $7,612 savings between those who were unsuccessful in
completing the diversion program and those in the comparison group. However, Steadman and
colleagues (2014) conducted a three-year follow-up on mental health court participants (n = 296)
and a matched comparison group (n = 386) and found total costs for mental health participants
exceeded those of the comparison group by an average of $4,000 in each follow-up year.
Ultimately, they found the costs of treatment, especially for those with co-occurring substance
use disorders, were not offset by the criminal justice-related savings.
Goals of Mental Health Diversion Courts
Mental health courts adhere to the principles of therapeutic jurisprudence in that they
have goals related to public safety interests and individual treatment interests. According to a
guide for policymakers and practitioners on the development of mental health courts, the main
goals of the courts are “to improve public safety by reducing the recidivism rates of people with
mental illnesses, to reduce corrections costs by providing alternatives to incarceration, and to
improve the quality of life of people with mental illnesses by connecting them with treatment
and preventing re-involvement in the criminal justice system” (Almquist & Dodd, 2009, p. 2).
Individual outcomes can therefore be measured in both criminal recidivism and treatment
compliance. In effect, these courts are a fusion of both earlier movements. They operate as a way
to keep people with mental illnesses out of jail while also providing highly structured and
comprehensive community-based treatment. The field of psychology also has caught up with the
need for effective treatments for many chronic and severe mental illnesses. These programs may
provide a way to finally fulfill the promise of both major mental health movements of the past.
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Components of Mental Health Diversion Programs
Mental health courts may vary in multiple ways, including “screening procedures,
program services, court supervision and monitoring protocols, and the range of sanctions used
for non-compliance” (Kim et al., 2015, p. 28). However, most courts include some concession by
defendants regarding their criminal cases as a form of collateral for their release into the
community for the completion of treatment. Typically, defendants will plead guilty to a charge
according to the guidelines of the specific program and then, after successful completion of the
program, their charge could be dismissed or reduced (Barber-Rioja et al., 2012). Conversely, if
participants violate the terms of their agreements or fail to complete the program, they would be
sentenced to serve time in prison for the charges to which they pled guilty prior to initiation of
the program. The program usually includes an interdisciplinary and collaborative team to
manage the treatment needs of the participants. The participants are usually given a
comprehensive treatment plan and are subject to court hearings to review their progress,
meetings with their case manager, and drug testing (Barber-Rioja et al., 2012).
Some Concerns Related to Mental Health Diversion
As with the prior movements discussed in the Historical Background section of this
paper, the mental health diversion movement stems from benevolent intentions. Of course, one
must not start down a road paved with good intentions without also taking note of the road signs
along the way. There are several notable concerns related to mental health diversion courts that
require careful consideration.
One concern related to mental health diversion courts, or specialty courts in general, is
that the provision of services still occurs within the criminal justice system. While the theory of
therapeutic jurisprudence focuses on increasing the therapeutic effects of the court’s actions, the
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traditional goals of punishment, deterrence, and safety continue to both be present and of primary
importance (Cloyes et al., 2010; Lim & Day, 2013). Potential participants could be screened out
or deemed ineligible for diversion because they are found to be too dangerous, and the level of
dangerousness necessary for such an exclusion could be significantly lower than what would be
required to initiate a psychiatric hold for safety. Therefore, the potential threat to community
safety would override the possibly equal likelihood the person would benefit from treatment.
Another concern related to mental health diversion courts is the inherently coercive
nature of the process. There are significant incentives for participants, including a reduction in
the charges and/or sentence and release from incarceration. The use of coercion in establishing a
therapeutic relationship could be viewed as both ethically questionable and antithetical to the
establishment of rapport and therapeutic alliance. The lack of autonomy afforded to participants
in making treatment decisions could add to the external and internal stigma associated with
mental illness; in effect, mental health courts may be seen as drawing an inherent link between
mental illness and criminality (Johnston, 2012). One study sought to examine the difference
between legal coercion and the perception of coercion in a sample of mental health court
participants (Pratt et al., 2013). They found that participants who rated higher on scales
measuring perceptions of negative pressures were more likely to have criminal justice
involvement during the one-year follow-up. The authors noted that participants who are “less
voluntarily invested” in the process may also be more likely to recidivate (Pratt et al., 2013, p.
122). The study was unable to parse out if the procedures of individual courts directly impacted
perceptions of coercion or if defendants who were more likely to recidivate were also more
likely to perceive the court system as coercive. While this study was limited by a small sample
size, the idea that the perception of pressure to accept a type of treatment or medication may
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affect the efficacy of the services provided is certainly at least plausible. The effects of coercion
may also increase over time. A study by Han and Redlich (2015) found that mental health court
participants perceived their treatment as less voluntary after six months. However, there was no
change in perceptions of voluntariness in the treatment as usual group. The authors note that
prior research has found some possible benefits of perceived coercion in treatment retention and
reductions in recidivism. However, further insight into the effects of coercion, not only on shortterm program related variables but also on long-term treatment related variables, would likely be
beneficial.
The use of a guilty plea as a type of collateral in most diversion programs also represents
a potential concern. While some courts suspend the charges while a participant is in treatment,
others require a guilty plea as a prerequisite for participation (Goldkamp & Irons-Guynn, 2000;
Seltzer, 2005). In some courts, even with successful completion, participants will still have a
record of conviction, which could have a lasting impact on their ability to obtain treatment or
other services after completion of the program (Seltzer, 2005). Also, in many cases, the pursuit
of diversion placement takes precedence over traditional aspects of an attorney’s duties in
defense of their client, like the evaluation of the evidence against their client and the possibility
the charges could be dismissed (Seltzer, 2005). When attorneys believe their clients may benefit
from the treatment, they may attribute greater weight to that perceived benefit than their client
might. Finally, by entering a plea before beginning the program, the right to withdraw from
treatment and pursue a criminal trial without prejudice is often waived (Seltzer, 2005). One of
the original courts in Broward County utilized a pre-adjudicative framework where charges were
held in abeyance during the treatment phase of their participation (Goldkamp & Irons-Guynn,
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2000). Their intention was reportedly to have the court be as “nonthreatening and nonpenal as
possible” (Goldkamp & Irons-Guynn, 2000, p. 69).
Also, the use of sanctions to enforce treatment compliance may represent a barrier to the
effectiveness of the treatment. Barber-Rioja and Rotter (2014) addressed this concern and how it
interacts with the original concept of therapeutic jurisprudence underlying the creation of mental
health courts. They explained that sanctions may be instituted by the court to address unwanted
behaviors and may include increased judicial supervision or remand to jail, among other options.
The idea behind using punitive sanctions for program infractions is based on perceiveddeterrence theory, that participants would be less likely to engage in illegal actions if they
perceived they would be likely to be detected. However, it is less clear if deterrence works for
mental health-related infractions, as compliance in mental health treatment is more difficult to
measure. In a study focusing on the use of sanctions in mental health courts, Callahan and
colleagues (2013) examined the prevalence of different sanctions in four mental health court
sites. They found that the most common sanction was a lecture from the judge (27.6%), followed
by increased supervision either by seeing a case manager more often (24.3%) or having more
court hearings (23.4%). The use of jail as a sanction was reported in 22.7% of participants (in
three out of four courts examined), with an average time until the first jail sanction being 167
days. In analyzing factors that may make the use of jail time more likely, the authors found that
psychiatric diagnosis was not predictive, but substance use was a predictive factor.
Unfortunately, the use of jail as a sanction could lead to significant disruptions in stabilizing
factors like housing, employment, treatment, and public entitlements (Callahan et al., 2013). In
short, while the use of jail time as a sanction may be a logical extension of a court-based model,
it could produce anti-therapeutic effects for participants. This clearly violates the tenets of
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therapeutic jurisprudence on which the courts are based. The use of a differential thinking model,
which explores underlying explanations for violations, may provide some remedy for this
concern (Barber-Rioja & Rotter, 2014). However, it is unclear if punitive or deterrence-based
sanctions would be eliminated entirely in a treatment system delivered through court authority.
Remember, the effects of deinstitutionalization on incarceration were not seen until
criminal justice reform initiated the era of mass incarceration. It can be argued that it is
simultaneously (but separately) true that people with mental illness are languishing on the streets
without necessary treatment and support and that criminal justice policy is again in need of
reform. It is therefore possible to describe the diversion movement as a seemingly more palatable
way to achieve two separate changes: the move back toward mandated treatment for those with
mental illness and the move away from systematic overincarceration. It is unclear, however, if
waiting until a person gains an arrest record is the ideal way to accomplish either.
Recidivism and Criminogenic Needs
Correctional Treatment Model
The most prolific model for offender assessment and rehabilitation with the aim of
reduction in recidivism is the Risk-Need-Responsivity model (RNR; Andrews et al., 1990). Risk
refers to an assessed risk for future criminal conduct. In this model, higher risk cases are afforded
more intensive intervention because it is believed lower-risk offenders will respond well to less
intensive services (Andrews et al., 1990). Need refers to the targets for intervention, which are
understood to be dynamic risk factors for future offending; specifically, when these factors are
changed, there should be a corresponding change in the risk for recidivism (Andrews et al.,
1990). Responsivity means matching the interventions to the individual characteristics of the
client (Andrews et al., 1990). This model is thought to improve outcomes related to recidivism
for people who are justice-involved.
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Drug courts are said to perform within the RNR model because the greatest benefits of
participation appear to be associated with clients with moderate or severe substance use disorder
and other risk factors (Marlowe, 2012). The theory is that individuals with lower risk or lower
need would be better candidates for probation and referral to treatment or specially designed,
low-level drug courts. However, it is unclear if there are generally options in use for low risk,
low needs offenders. In fact, the current application of the RNR model to problem-solving courts
may represent a misapplication of the theory. The first component of RNR asserts that lower-risk
offenders should be afforded less intensive services. However, one could argue that mandated
treatment, over the course of months or even years, might represent a higher level of service than
originally intended by the model. In fact, some courts only accept people charged with
misdemeanors or non-violent crimes, which means that the people representing the class with the
highest risk may actually be least likely to receive any services as they are more likely to remain
incarcerated. The reason this reversal in the model is easily overlooked is that the principles are
often applied to mental health needs as opposed to the original targets: criminogenic needs. Put
another way, when one is ranking risk as it relates to symptom severity, the outcome may be
very different than a ranking based on identified criminogenic risk factors (e.g., procriminal
attitudes). It is unclear if decisions about the level of treatment or supervision warranted is
related to the symptom severity of the participant or the criminogenic risk. However, Skeem and
colleagues (2014) caution that the theory that mental illness is directly related to risk for
recidivism could cause practitioners to overlook criminogenic risk factors. They found that
general risk factors were better able to predict recidivism than factors unique to mental illness.
Generally speaking, mental illness is not considered a direct risk for criminal offending
(Fisler, 2015). In fact, it appears from the research that individuals with mental illness who are
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also justice-involved “have more in common with other people in the criminal justice system
than they do with non-justice-involved mentally ill individuals” (Fisler, 2015, p. 11). As such,
mental illness should be considered a responsivity factor when applying the RNR model because
it may affect a person’s ability to engage in treatment designed to address criminogenic factors
(Fisler, 2015). Fisler wrote:
As Judge Stephanie Rhoades of the Anchorage Mental Health Court – one of the first in
the nation - comments, ‘We believed mental illnesses basically were the direct cause of
criminal justice involvement, and really it turns out that it’s very few people for whom
that’s true. It appears now, from more recent research, that mental illness is a reason why
people can’t necessarily change as easily as other people.’ In this context, treatment for
mental illness remains crucial for mental health court participants, not because
improvements in symptoms or functioning will have a direct impact on criminal behavior
but because treatment will improve their ability to respond to interventions to change
criminal behavior. (2015, p. 11)
Effects of Mental Health on Recidivism
While the presence of a mental illness may not represent a causal factor for recidivism, it
is well-established that people with mental illnesses have higher rates of criminal recidivism
(Cloyes et al., 2010; Hawthorne et al., 2012). The combination of having a psychiatric disorder
and being incarcerated may pose a unique risk factor for recidivism. People with mental health
diagnoses may be more likely to be re-arrested after a period of incarceration than their nonmentally ill counterparts (Cloyes et al., 2010; Hawthorne et al., 2012). In a study of released
inmates from Utah, those classified as having a serious mental illness (23% of the total sample)
were found to recidivate a full year earlier than their non-SMI counterparts (Cloyes et al., 2010).
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Another study by Hawthorne and colleagues (2012) followed all patients receiving mental health
services in San Diego for one year to determine which factors might predict future incarceration.
They found that 11.5% of the close to 40,000 people with mental illnesses in their study were
incarcerated within the first year of their release. Of those people, 26.5% were re-incarcerated
within an additional year. People with a prior incarceration in the previous year were ten times
more likely to be re-incarcerated during the study than those without prior, recent incarceration.
Homelessness, often a byproduct of serious mental illness, doubled the odds of incarceration.
Diagnosis type had varying effects on odds of incarceration with those in the “other psychosis”
category at highest risk. Men, participants aged 18-29, and African American participants were
also at greater risk for recidivism.
A retrospective study in Texas of all offenders incarcerated during a one-year timeframe
looked at arrest histories for the previous six years (Baillargeon et al., 2009). In this sample,
approximately 10% of the offenders were diagnosed with either a major depressive disorder,
bipolar disorder, schizophrenia, or another psychotic disorder. They found that inmates with
mental health histories were significantly more likely to have multiple prior incarcerations when
compared to non-mentally ill counterparts. The odds ratio increased for each additional arrest for
the participants in the bipolar, schizophrenia, and other psychotic illness disorders diagnostic
groups, with bipolar disorder representing the most heightened risk category for recidivism.
A fair amount of research has found that co-occurring substance use disorders
significantly increase the likelihood of recidivism among those with mental illness (Alarid &
Rubin, 2018). However, in a sample of 80 clients with psychotic-type disorders who participated
in a diversion program, individuals with schizoaffective disorder and those with violent prior
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arrests were most likely to recidivate, regardless of substance use history or the presence of
positive urine toxicology reports during treatment (Boland & Rosenfeld, 2018).
Despite research demonstrating a possible association between mental illness and
recidivism, a causal effect of mental illness on criminal behavior has not been established
(Johnston, 2012). However, mental health courts seemingly operate under the assumption that
the reduction of mental health symptoms would reduce the likelihood of future offending, when,
in fact, that relationship may be filtered through several other factors. Justice-involved
individuals with mental illness have the same risk factors as justice-involved individuals without
mental illness (Johnston, 2012). Mental illness may indirectly contribute to criminal activity by
leading to a loss of employment, loss of prosocial support, homelessness, or increased risk for
substance abuse (Johnston, 2012). Therefore, a reduction of mental health symptoms more likely
contributes to general stability in functioning, which makes the treated person with mental illness
more likely to be able to accept and retain services that would impact their criminogenic risk
(e.g., housing instability, lack of employment, family and/or marital problems).
Another factor possibly affecting recidivism of people with mental health diagnoses who
have been incarcerated is the potentially destabilizing effect of incarceration. The criminalization
of mental illness does not appear to stop once a person is arrested; many mental health symptoms
result in punitive responses from correctional workers, including infractions and the use of
solitary confinement (Human Rights Watch, 2003). Research conducted on New York City’s
jails found that solitary confinement uniquely increased the risk of self-harm and high lethality
self-harm (Glowa-Kollisch et al., 2016). A program called the Clinical Alternative to Punitive
Segregation (CAPS) unit was developed to provide structured treatment to individuals with
serious mental illness for committed jail infractions. The initial outcome studies suffered from
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methodological limitations but found a significant decrease in rates of self-harm or injury in
CAPS versus a different type of unit (Glowa-Kollisch et al., 2016). However, they found that
people who were on the units like CAPS experienced 2-3 times longer jail stays than people with
similar levels of mental health concerns who did not spend time on these units. Glowa-Kollisch
and colleagues (2016) conclude a possible explanation is that the “rules and stress of the jail
system may pose increasing challenges to these patients, resulting in higher rates of infraction
and behavioral problems as time passes” (p. 189). The limited access to mental health treatment
or the limited nature of the accessible treatment means that incarcerated people with mental
illnesses are essentially being subjected to increased levels of stress, regular contact with people
in authority who have limited training about mental illness, and very little treatment without
protective factors like access to support systems or safe spaces to de-escalate their emotions. The
time spent in jail or prison could serve, at the very least, as a destabilizing factor in their lives.
There is little research examining these factors as they relate to criminal recidivism in the
context of mental health courts (Canada et al., 2016). However, Boccaccini and colleagues
(2005) note that diversion programs are predicated on the link between mental health symptoms
and contact with the justice system. Therefore, it can be expected that some people will
experience recidivism as they also experience the ebb and flow of treatment compliance and
response. When evaluating risk factors for violence risk assessment instruments, researchers
have concluded that untreated mental illness and symptoms of psychosis present risks for future
violence (Canada et al., 2016). However, the acute impact of treatment on risk level has not been
widely studied. Canada and colleagues (2016) did some preliminary work in this area and found
that symptom severity was associated with program retention and incarceration while enrolled in
a mental health court program; participants with less severe symptoms were more likely to
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complete the program and less likely to be incarcerated during the program. However, Steadman
and colleagues (2009; as cited in Skeem et al., 2011) found no significant relationship between
symptom reduction and the number of re-arrests. Therefore, it is unknown if the intervention
provided through mental health treatment courts and the close medication monitoring, which is a
staple of these programs, decreases the risk of future recidivism, at least in the short-term. Of
course, much like it is in traditional treatment-delivery systems, it is possible that those at the
highest risk for recidivism are also at higher risk for failure to comply with or complete the
treatment mandate.
Mental Health Diversion Outcome Studies
A major complicating factor in the systematic evaluation of mental health court outcomes
is the variation in implementation and policies by individual jurisdictions (or even judges)
(Kubiak et al., 2012; Steadman et al., 2011). Initial studies of the court in Broward County,
Florida (e.g., Boothroyd et al., 2003) describe a court process very different from the models
currently in use in places like New York City. Initial outcomes were related to factors like
linkage to treatment, which was a main barrier in the early days of these necessarily collaborative
programs. In fact, a review of four of the first diversion court programs (Broward County,
Florida; King County, Washington; Anchorage, Alaska; and San Bernardino, California) already
identified significant differences in program practices (Goldkamp & Irons-Guynn, 2000).
Redlich and colleagues (2005) compared several newer (at the time) diversion courts to some of
the original courts and found newer courts began accepting felony defendants, which also led to
changes in pre- versus post-adjudication models, sanctions for noncompliance, and court
supervision. There currently remains significant variability between programs, despite published
guidelines (reprinted above) for mental health courts. In fact, in a study of Michigan-based
diversion courts created after the guidelines were published and with those guidelines in mind,
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variability between sites was noted due to the needs of the individual communities in which the
courts were based (Kubiak et al., 2012). As such, there is limited generalizable outcome data on
mental health diversion courts as it is difficult to discern which outcomes may be tied to process
rather than overarching client factors, such as demographic, clinical, or historical factors.
Interestingly, this problem in the literature has been identified even in the earliest published
research on mental health courts and before advancements in court strategies and the
proliferation of courts throughout the country (e.g., see Trupin & Richards, 2003).
Another limitation to research in this area is the absence of randomization in many
studies and the lack of a comparison group in some studies. Instead, research in this area,
including the current study, typically relies on quasi-experimental or non-experimental designs.
This creates a potential for selection bias, which represents a threat to internal validity (Kim et
al., 2015). True randomization may represent an ethical concern, as a program would be
withholding both treatment and legal remedy to individuals who could avoid incarceration if
accepted into the program. However, absent random assignment, outcomes could be based on
personal motivation rather than solely attributable to a treatment effect (Kim et al., 2015). As
such, the limited research available should be viewed with these limitations in mind.
Outcomes Related to Program Acceptance
Very little is known about the selection process for mental health court programs. Some
programs have specific guidelines related to the type of criminal offense; some courts only take
defendants accused of misdemeanors and others might focus only on non-violent offenders.
However, programs typically require a comprehensive evaluation that results in some defendants
being accepted and others being rejected (Wolff et al., 2011). These evaluations can also
influence the level and type of services provided. In a review of evaluation procedures for
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several mental health courts, Wolff and colleagues (2011) found all included programs utilized
multiple stages of evaluation, including a stage screening for criminal justice related concerns,
screening for mental health related concerns, and obtaining consent for treatment. However, they
found great variability among the programs related to what each step entailed. They concluded
the absence of any standardized process for determining eligibility for diversion represents a
significant barrier to generalizable research on mental health court outcomes.
There has been some research identifying differences between those who are accepted for
diversion and those who are rejected. An early meta-analysis of studies published through 2009
found very little overall variability between those diverted and the comparison groups in terms of
age, gender, and race, despite some reported differences in individual studies (Sarteschi et al.,
2011). In Connecticut, jail diversion was instituted in all arraignment courts beginning in 2000
(Frisman et al., 2017). However, it appeared that non-violent offenders with prior failed
supervision or other indicators that mental health treatment alone would not improve their
behavior were being rejected from these comprehensive diversion programs. Frisman and
colleagues (2017) noted that patterns of non-compliance and “other barriers to responsible
behavior, such as homelessness, lack of transportation, or intellectual deficits that prevent
offenders from recognizing the consequences of their actions” may contribute to rejection from
diversion (p. 551).
Two early multi-site evaluations of pre- and post-booking diversion sites compared
diverted with non-diverted offenders (Broner et al., 2004; Steadman & Naples, 2005). In the
study by Broner and colleagues (2004), the post-booking sites, which are the focus of this paper,
included programs in Arizona, Connecticut, Oregon, Hawaii, and New York. There were some
differences between the participants who were diverted and those who were not; the diverted
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group included fewer males, was less likely to be employed in the 30 days prior to intake and
reported having spent more time in jail during the year prior to the initial interviews. Participants
in the diverted group were more likely to have a diagnosis of schizophrenia or mood disorder
with psychotic features compared to participants in the non-diverted group who were more likely
to have a diagnosis of a mood disorder. More severe substance use was associated with the nondiverted group. With regard to mental health treatment, the groups were equally likely to have
received mental health and substance abuse treatment in the preceding three months, but the
diverted group was more likely to have been hospitalized, gone to an emergency room, and been
medicated. The groups differed with regard to criminal history; the non-diverted groups had
more criminal history including prior arrests, felony arrests, arrests in the past 30 days, and
younger age at first arrest. Similarly, Steadman and colleagues (2005) examined participants in
post-booking sites in Phoenix/Tucson, Arizona; Hartford/New Haven/Bridgeport, Connecticut;
and Lane County, Oregon. They also found that diverted participants were more likely to be
female and have a diagnosis of schizophrenia or a mood disorder with psychotic features. In this
sample, participants who were diverted were also more likely to have higher scores on the
Colorado Symptom Inventory, which indicates better mental health. Diverted participants were
less likely to live with a spouse or partner, have a substance use diagnosis, or have prior arrests.
Rossman and colleagues (2012) compared participants in two mental health court
programs in New York City to a sample of people who received standard mental health services
while in jail. They found that mental health court participants in the Bronx were more likely to
be female, Hispanic, and older. Mental health court participants in the Brooklyn program were
more likely to be white. Other demographic factors did not differ. They also found the mental
health court participants in both programs were more likely to be more severely mentally ill,
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including using medication, having a diagnosis of a serious and persistent mental illness, and
having a lower Global Assessment of Functioning score. The groups were equally as likely to
have experienced homelessness prior to their incarceration and have been housed on a mental
observation unit while in jail. However, in both mental health court groups, participants were
more likely to have a psychotic-related diagnosis than the jail comparison group.
There may also be differences between those who are referred for diversion and those
who are not. Most research in this area has focused on the acceptance versus rejection of people
who were identified as possible candidates or comparisons between those referred and accepted
for diversion and an unrelated comparison group of justice-involved individuals. However, it is
possible the initial referral process also creates distinct groups. Steadman and colleagues (2005)
found some support for this in an early study on seven courts’ referral processes. They found that
participants were more likely to be older, white, and women than the general criminal justice
population. Naples and colleagues (2007) also found that those referred for diversion were more
likely to be white, women, and older than the general inmate population. They also found people
with non-violent and non-felony charges were more likely to be referred. They examined the
decision-making process of multiple programs and found there were a large number of
evaluative activities early in the referral process, and the disproportionate representation was
present early in the decision-making process.
A significant component of an evaluation of participants’ suitability for diversion is
whether they can be safely maintained in the community or not. This became salient as programs
began accepting more individuals charged with violent offenses (Redlich et al., 2005). However,
Naples and Steadman (2003) evaluated the differences between diverted participants with violent
offenses and diverted participants without violent offenses and found no significant differences
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on any of the outcome variables, including arrests, arrests for violent offenses, violent acts,
hospitalization, and emergency room use. Despite those findings, the evaluation of risk remains a
necessary component of mental health diversion court evaluations. Barber-Rioja and colleagues
(2012) examined the utility of two risk assessment instruments in diversion evaluations. The
study found that the Historical-Clinical-Risk Management-20 (HCR-20; Webster et al., 1997, as
cited in Barber-Rioja et al., 2012) assessment tool was particularly useful in diversion
evaluations because of the inclusion of clinical factors. While it is not suggested that any risk
measure provides the sole indication of suitability for diversion, the clinical and risk variables on
the HCR-20 were found to predict treatment compliance. This may suggest that identification of
dynamic factors that may impede compliance coupled with early intervention on those factors
could prove more useful than wholesale rejection based on the same.
Outcomes Related to Mental Health
An often-overlooked outcome related to diversion court programs is the reduction of
psychological symptoms. The focus of the programs is on delivering mental health treatment to
participants who may not otherwise be receiving services. It would follow, then, that success of
the program, if truly focused on the well-being of the participants, could be measured in
symptom reduction or increases to quality of life. However, many programs fail to measure these
variables when tracking outcomes.
The study by Broner and colleagues (2004), also referenced above, examined several
outcome variables including service utilization and symptom severity. There were mixed results
with regard to service utilization, and it is unclear how differences in diversion models or
mandates may have factored into these outcomes. For example, the current model in New York
City includes mandated psychological and/or substance use services during mental health

49

diversion; service utilization is a necessary condition of that program. It is also hard to
conceptualize the true implication of increased service utilization. A clear goal of diversion is to
link people with mental illness to community treatment providers. However, reduced service
utilization on follow-up could also be an indicator that the program worked to decrease the need
for intensive services like emergency room visits and hospitalization. The outcomes in this area
may need a more nuanced approach. Broner and colleagues (2004) found diversion was
associated with increases in service utilization, emergency room visits, and total number of
counseling sessions. However, neither group received much treatment, with only 26% of both
groups receiving substance abuse counseling at the 3-month follow-up and 38% of the diverted
participants receiving mental health counseling at 3 months. The diverted group was twice as
likely to be hospitalized within 3 months (29%). An effect of diversion on mental health
symptoms was only found in two sites; one resulted in a decrease in symptoms and the other
resulted in an increase in symptoms. Unfortunately, the authors reported wide variations in
program models, and the study was unable to evaluate how differences in programs might affect
the outcome variables.
Boothroyd and colleagues (2005) examined the differences between mental health court
participants and typical defendants who were referred for psychiatric care in jail, were housed on
a mental health unit, or were observed acting in a way that might indicate they had a possible
mental disorder. Both groups were given a brief measure of psychiatric symptoms at baseline
and at least once in follow-up. They found there were no differences between the groups based
on type of court or receipt of treatment. However, interestingly, both groups experienced
increased scores over time, indicative of higher severity of distress.
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The linkage to services itself may also represent a significant outcome for some groups.
There are well-documented racial disparities in mental health service utilization and treatment
dropout (Han & Redlich, 2018). However, in a study of the effect of diversion court participation
on service utilization, Han and Redlich (2018) found that the racial disparities replicated in their
treatment as usual comparison group were not present in their mental health court participant
group. They concluded that mental health court participation might reduce the racial disparities
in treatment utilization.
Outcomes Related to Program Completion
Mental health court participants often agree to mandated treatment in exchange for a
reduction in sentencing or criminal charges. As such, one measure of program success is the
completion of the mandate; participants who do not complete the program may be subject to
incarceration. One study examined factors affecting program completion using regression
models (Dirks-Linhorst et al., 2011). They found male participants and racial minorities were
less likely to complete the program. Having a substance use history decreased the odds of having
a negative termination while having multiple psychiatric diagnoses, described as a proxy for
mental health severity in this study, substantially increased the odds of having a negative
termination. Interestingly, they found people with a substance use history were less likely to
agree to participate in the program after being accepted, but those who did participate were more
likely to complete the program. Crimes associated with increased odds of failed compliance were
stealing, public order offenses, and those in the “other” category. More serious crimes, including
violent offenses like assault, were not associated with negative termination.
Hiday and colleagues (2014) examined factors affecting program completion in a shortterm (4-6 months) diversion program that only accepts people charged with misdemeanor crimes
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who also have not had a violent felony conviction in the last five years. The successful
completion rate for this sample was 58.3%. They found that treatment noncompliance, including
positive drug tests, missing hearings, and noncompliance as perceived by the case manager,
negatively affected graduation. While variables related to prior criminal history were each
related to graduation, none of them remained significant in multivariate analyses. However, the
authors explain that while those criminal history factors may influence compliance with the
program, the treatment provided while in the program may override their effect on final
graduation from the program.
Liles and colleagues (2018) examined characteristics that best predicted program
completion in a sample of participants in a mental health diversion program in Arkansas. They
found that non-white participants were more likely to complete the program. Participants were
less likely to complete the program if they were living in supervised housing, had ever been
readmitted to the State Hospital, were diagnosed with a depressive or psychotic disorder, or had
previously had probation revoked. They did not find any significant effects for age, sex, drug
history, or type of offense. Overall, 69.6% of the participants completed the program.
Reich and colleagues (2014) examined factors affecting program completion in a sample
of participants in a Brooklyn, New York mental health diversion court program over eight years.
They did not find mental health diagnosis to be a predictor of program completion, except for
dual diagnosis of a co-occurring substance use disorder. Homelessness, being male, being
African American, and having a misdemeanor charge was associated with increased risk of
failure to complete the program.
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Outcomes Related to Recidivism
Reduction in recidivism is one of the main goals of mental health diversion programs,
and arguably the most important goal for the community. Prior studies have examined criminal
recidivism for 12 months after program completion and found that the number of arrests
decreased post-completion (Alarid & Rubin, 2018; Case et al., 2009; Dirks-Linhorst & Linhorst,
2012; Han & Redlich, 2015; Hiday & Ray, 2010; Hiday et al., 2015; Hiday et al., 2013; Moore &
Hiday, 2006; Steadman et al., 2011). Rossman and colleagues (2012) followed participants in
two programs in New York City and a sample of matched control group participants for at least
30 months and found the mental health court participants were significantly less likely to
recidivate than the comparison groups; although, all groups had relatively high rates of
recidivism during follow-up. Two separate studies by Hiday and colleagues (Hiday & Ray, 2010;
Hiday et al., 2015) found the effect of reduced recidivism was persistent for two years after the
participants left the program. Moore and Hiday (2006) found that people who completed the
program were also re-arrested at lower rates than those who began the program but did not
complete. They concluded there may be a dose-related effect on recidivism.
A study of a post-booking diversion program, which was described as an alternative to
detention whereby a defendant would agree to enter care within 24 hours of arrest in lieu of
spending time in jail awaiting the next court date, found that participants in the program had
fewer arrests in the 12 months following their completion of the program than they did in the 12
months prior to their initial arrest (Alarid & Rubin, 2018). They also examined the differences
between arrestees with mental illness only and those with a co-occurring substance use disorder
and found no significant differences in their recidivism; both groups had similar reductions after
completion when compared to their pre-arrest time-period. Similarly, a multi-site study of four
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mental health courts found participants completing a mental health court program had
significantly lower re-arrest rates and post-release incarceration days when compared to a
treatment as usual group (Steadman et al., 2011). They found that participants in the mental
health court group who had fewer prior arrests, were not using illegal substances, and were
diagnosed with bipolar disorder (not schizophrenia or depression) had better outcomes.
A large, multi-site study by Case and colleagues (2009) found that 75% of the sample had
fewer arrests in the 12 months after diversion than before and 13.4% experienced the same
number of arrests during those times. Almost 50% had no arrests in the 12 months after
diversion. For this sample, the number of arrests decreased by 52.2.%. They found that prior
arrests and prior jail days predicted which participants were arrested post-diversion. However, it
was also found that maintaining consistent housing after diversion resulted in a decrease in
arrests; 75% of the participants who had decreased arrests were able to maintain stable housing,
including residential treatment facilities.
A meta-analysis of 18 published and unpublished studies completed before July 2009
concluded mental health courts were moderately effective (Hedge’s g = -0.54) in reducing
recidivism (Sarteschi et al., 2011). However, they noted methodological weaknesses in included
studies, which limits the strength of the conclusion. An overall small effect (d = -.20) was also
found in a meta-analysis of 17 studies published between 2004 and 2015 looking at criminal
recidivism among mental health diversion participants when compared to traditional criminal
processing (Lowder et al., 2018). Loong and colleagues (2019) conducted a systematic literature
review of studies published before April 2017 that also contained a comparison group and found
evidence that mental health courts help to reduce recidivism.
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Outcomes Related to Program Characteristics
There has been little research into specific components of diversion programs to determine
if effects of different interventions can be isolated. One study examined the inclusion of an
Assertive Community Treatment model of delivering mental health diversion court services
compared to a treatment as usual group receiving typical criminal processing and less intensive
case management (Cosden et al., 2005). Participants were randomly assigned to the two groups.
In contrast to the treatment as usual group, the mental health diversion court included team-based
decision making, intensive court supervision and drug testing, sentencing reductions, lower ratios
of case manager to participants, guaranteed housing (instead of a waitlist), vocational
programming, transportation, and re-entry skills group for the mental health treatment court group.
The authors attempted to evaluate time spent in jail during the program, but encountered difficulty
separating jail time used as a sanction of the program versus new criminal activity in the mental
health diversion court group. On measures of global functioning and quality of life, they found
both groups improved on their scores for independent functioning over time. However, the mental
health court participants reported higher levels of satisfaction and lower levels of psychological
distress over time. Unfortunately, there was no comparison between this model utilizing Assertive
Community Treatment and another diversion court model. So, the effect related to that specific
program component was not evaluated.
The link between application of therapeutic jurisprudence and mental health court
completion was examined by Redlich and Han (2014). They measured perceived voluntariness,
perceived procedural justice, and mental health court knowledge to determine if they had an effect
on program completion among participants in four diversion courts. They found some evidence of
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direct effects for these variables, but the effects were not significant when mediating variables
were introduced.
Literature Gap: Residential versus Outpatient Treatment
One consequence of deinstitutionalization was the rapid growth of people who were both
experiencing homelessness and untreated mental illness. In order to address both needs, a linear
residential model was developed in the 1970s and 1980s for patients to transition from the
hospital to less restrictive supportive housing options (e.g., halfway houses, group homes,
supervised apartments) (Farkas & Coe, 2019). However, these residential treatment options did
not necessarily help individuals to achieve independent living. In effect, these smaller residential
institutions simply replaced larger institutions for some people (Farkas & Coe, 2019). The advent
of recovery-based psychology in the 1990s brought with it a greater understanding of the
importance of having stable housing, as opposed to transitional steps in housing, in which a
person could develop a sense of community rather than simply receiving treatment. The concept
of supportive housing was borne of that movement (Farkas & Coe, 2019). However, the shift
from providing service to supporting choices has not been as easy as some proponents might
have hoped. Balancing the needs of the community with the needs of the individual continues to
represent a major obstacle (Farkas & Coe, 2019). Lamb and Weinberger (2011), who were
writing about general treatment needs of justice-involved individuals with mental illness, argue
that some individuals may need more structured environments for treatment because living in the
community without necessary support could be destabilizing. They advocate for increased
community-based structured treatment programs, including assertive community treatment,
intensive case management, crisis intervention services, supportive housing, and structured
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housing to provide intermediate and long-term stabilization and care. Providing an appropriate
level of care to participants may greatly impact their ability to achieve and maintain stabilization.
There is not a lot of literature directly comparing residential versus outpatient treatment
because they are typically considered separate levels of care, relative to the needs of each patient.
Guydish and colleagues (1999) examined the differences in outcomes between traditional
patients in day and residential drug abuse treatment. They found that participants in the
residential program had greater psychiatric symptom reduction and better social support. There
were no differences for other factors, including medical, legal, employment, or drug and alcohol
measures. Stahler and colleagues (2016) found that people with substance use disorders were
three times as likely to complete their treatment if they were in a residential versus outpatient
treatment program.
Liles and colleagues (2018) examined placements in supervised housing versus those
who stayed in their own homes during a mental health diversion program. They found those in
supervised housing were less likely to complete the program mandate. They hypothesized this
could be related either to higher levels of supervision in residential facilities making it more
likely the participant would be caught breaking a rule or increased access to family support
serving as a protective factor for those who remained in their homes. Of course, this effect may
then be contingent on those who stayed in their homes having stable housing and family support.
Since this study was conducted in Arkansas, the possibility of regional differences in the
characteristics of the home environment and/or the residential treatment environment may also
be relevant.
While there is a lot of focus on the differences between diversion programs and how
those differences might lead to differences in outcomes and limited generalizability of the
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findings in the current literature, there is less focus on internal differences between treatment
provided to participants. Specifically, if treatment is provided through existing community
resources, the differences in outcomes could rely on those resources rather than the makeup of
the diversion program. For example, if a program utilizes both outpatient and residential
treatment centers, there may be differences in the outcomes for participants referred to each.
Importance of Further Research
Despite these initial positive findings, little is known about what factors influence
treatment compliance, for whom these programs are most effective, and what elements of the
programs most affect the outcomes (Almquist & Dodd, 2009). Criminal justice reform has
reached the national stage through candidate platforms during elections and recent bipartisan
support for the First Step Act prison reform legislation (Williams & Kaplan, 2019). However,
there is less national attention on the reforms that might serve both needs of the community: a
reduction in crime and a reduction in the suffering of its citizens with mental illness. Mental
Health Diversion may be uniquely poised to accomplish both goals while also reducing detention
and incarceration costs to states and localities. It is possible that widespread utilization of
diversion courts could ignite a new movement away from both institutionalization without
intervention in the form of asylums and institutionalization without intervention in the form of
prisons.
It is unclear why the research base for mental health diversion programs, while growing,
is still scarce despite the fact they have now been in existence for over 20 years. It is possible
sites are conducting internal program evaluation research without publishing the results or
waiting until they have become well-established before subjecting themselves to scrutiny. It may
also be the case that further research seems unnecessary; jurisdictions are approving and funding
these courts currently despite the limited outcome research. Administrators may believe that their
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intention to deliver services to an under-served population necessarily translates to success in
those goals. It is also possible diversion court programs simply have not yet captured the
attention of academic researchers. It has been said evaluations of adjudicative competence are
the most common type of forensic mental health evaluation; some estimates indicate 4-8% of all
felony defendants are referred for an evaluation (Murrie & Zelle, 2015). However, with the
growing rates of defendants with mental illness and the proliferation of problem-solving courts,
evaluations for diversion programs may eclipse that mark. Research in this area is imminently
important as the relative lack of literature inhibits the expansion of these programs in an effective
way.
Current Study
Given the limited research on mental health diversion court programs, little is known
about the factors which may affect the main goals of those programs: delivery of mental health
treatment and reduction in criminal behavior. In a post-booking, mandated treatment model,
those goals can be operationalized as program completion and future recidivism. The current
study aims to apply the limited literature on mental health court outcomes and general treatment
compliance theories to a sample of participants in a mental health diversion program in New
York City. The goals of this study are to determine which diagnostic, demographic, and/or
historical factors best predict program completion and recidivism over a one-year follow-up
period. Additionally, prior literature has distinguished between residential treatment and
outpatient services. The current study seeks to evaluate whether the type of treatment (residential
or outpatient) utilized would predict program completion or recidivism. Since treatment
decisions rely on information like diagnostic, demographic, or historical factors, the current
study will also evaluate the factors that drive the decision between treatment types.
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Study 1
To examine program completion, the current study utilized a cross-sectional, nonexperimental design on a comprehensive sample of participants in a mental health diversion
program in New York City. The treatment decision variable (residential, outpatient) was treated
both as a dependent and independent variable, as it was hypothesized that the treatment decision
may co-vary with the other variables of interest. The other dependent variable was program
completion. Independent variables (Table 1) were identified based on variables examined in
prior literature in order to potentially replicate the results and variables that might provide more
complete demographic or clinical information about participants. While many of these variables
are not conceptualized to represent increased risk, they could potentially influence treatment
decisions.
Table 1
Variable Categories
Diagnostic

Demographic

Historical

Psychiatric Diagnosis Type

Age

Lifetime Suicidal Thoughts

Substance Use

Race

Lifetime Suicidal Behaviors

Personality Disorder Type

Ethnicity

Recent Suicidal Behavior

MCSI Score

Gender Identity

Recent Psychiatric Hospitalizationa

Housing Status

Recent Detox Hospitalizationa

Employment

Number of Prior Arrestsa

Education

Number of Prior Convictionsa

Marital Status
Incomea
a

Sexual Orientationa
Variables later excluded from analysis due to significant missing data.
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Study 2
To examine recidivism, Study 2 utilized a longitudinal follow-up over a set period of
time on a sub-sample of participants in Study 1. The treatment decision variable (residential,
outpatient) was again treated both as a dependent and independent variable, as it was
hypothesized that the treatment decision may co-vary with the other variables of interest. The
other dependent variable was recidivism, defined as re-arrest, within one year of discharge from
the program. The independent variables were the same as Study 1 (Table 1).
Hypotheses and Research Questions
Hypotheses Related to Program Completion (Study 1)
Hypothesis 1
Program completion will be significantly predicted by treatment type (residential or
outpatient) such that participants who are mandated to undergo residential treatment will be less
likely to complete the program than participants who are mandated to receive outpatient
treatment.
Hypothesis 2
Main psychiatric diagnosis type will significantly predict program completion such that
participants with psychotic-type disorders, including other disorders with psychotic features, will
be less likely to complete the program than participants with non-psychotic disorders.
Hypothesis 3
Substance use will significantly predict program completion such that participants with
substance use disorders will be less likely to complete the program than participants without
substance use disorders.
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Hypotheses Related to Recidivism (Study 2)
Hypothesis 4
Recidivism will be significantly predicted by treatment type such that participants who
are mandated to undergo residential treatment will be less likely to recidivate within the first year
than participants who are mandated to receive outpatient treatment.
Hypothesis 5
Main psychiatric diagnosis type will significantly predict recidivism such that
participants with psychotic-type disorders, including other disorders with psychotic features, will
be more likely to recidivate than participants with non-psychotic disorders.
Hypothesis 6
Substance use will significantly predict recidivism such that participants with substance
use disorders will be more likely to recidivate than participants without substance use disorders.
Hypotheses Related to Predictive Models
Hypothesis 7
Treatment type will be significantly related to substance use and psychiatric diagnosis
type such that those variables will account for a significant portion of the variance between the
type of treatment mandate.
Hypothesis 8
Program completion will best be predicted by a model including treatment type,
substance use, and psychiatric diagnosis type.
Hypothesis 9
Criminal recidivism will best be predicted by a model including treatment type, substance
use, and psychiatric diagnosis type.
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Research Questions Related to Predictive Models
Research Question 1
Which of the previously identified diagnostic, demographic, and/or historical variables
(Table 1) best predict treatment type decisions?
Research Question 2
Which of the previously identified diagnostic, demographic, and/or historical variables
(Table 1) best predict treatment completion?
Research Question 3
Which of the previously identified diagnostic, demographic, and/or historical variables
(Table 1) best predict recidivism?
Method
Participants
Study 1
For the first study, participants included admitted defendants to a mental health diversion
program in a borough of New York City. All defendants who were accepted into the diversion
program after January 1, 2017 and were discharged by December 31, 2020 were eligible for
inclusion in the current study. As a normal part of the diversion process and prior to
consideration for inclusion in this project, accepted participants underwent a referral process
from the court system, an initial intake with a case worker from the diversion program, and a
psychological interview with a clinical psychologist or doctoral extern. All participants were
charged with a crime at the time of the original intake. The diversion program only accepts
defendants who are 18 years and older and whose referral has been approved by the judge or
prosecutor but has no other delineated inclusion criteria. Participants were excluded if they were
accepted into the program but never began any treatment, the available records did not reflect the
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type of treatment received, or their disposition was unknown at the end of the study window.
Based on an a priori power analysis conducted using G*Power version 3.1.9.7 to ensure that the
proposed sample would be sufficient to detect a medium effect size, the final sample was
projected to require at least 83 participants. However, all eligible participants during the study
window were considered for inclusion in the final sample. 204 participants were identified for
inclusion in the study based on the inclusion window and disposition. Thirty participants were
excluded because their treatment type was unknown. The final sample consisted of 174
participants.
Demographic information was collected at the time of the initial intake into the diversion
program. Full demographic data are presented in Table 2. There was a significant amount of
missing data in two demographic categories. Categories for which there were more than 50%
missing data are solely reported in Table 2; this includes sexual orientation and income range.
All other categories are reported as valid percentages, with the percentage of missing data for
each (when applicable) included in Table 2.
The mean age of the sample was 37.14 (SD = 11.50). The sample was 73% male. Race
and ethnicity were collected separately but were combined for the purposes of the study (as
described in the Codebook, see Appendix). The sample was 50.9% Hispanic/Latinx, 42.0%
Black/African American, and 6.5% White, Non-Hispanic/Latinx. 90.3% identified English as
their primary language. A large majority of the sample were unemployed at the time of intake
(80.2%). Educational status varied; however, 52.4% of the sample achieved at least a high school
diploma or GED. With regards to marital status, 80.1% of the sample were single. The average
length of time participants spent in the program was 488.55 days (SD = 203.21).
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Table 2
Demographic Characteristics of Study 1 Participants at Intake
Demographic
characteristic

Treatment Type

Completion Status

Residential Outpatient

Complete

Full
sample

Fail

%

n

%

n

%

n

%a

32 18.4

34

19.5

13

7.5

47

27.0

28.2

78 44.8 101

58.0

26

14.9

127

73.0

18

32.1

31 55.4

40

71.4

9

16.1

49

87.5

Gay/Lesbian

2

3.6

2

3.6

4

7.1

0

0.0

4

7.1

Bisexual

2

3.6

1

1.8

2

3.6

1

1.8

3

5.4

118

67.8

n

%

Female

15

8.6

Male

49

Heterosexual

n

Gender Identity b

Sexual Orientation

Missing
Race and Ethnicity
White, Non-Hispanic

2

1.2

Black/African American

25

Hispanic/Latinx
Asian/Pacific Islander

9

5.3

10

5.9

1

0.6

11

6.5

14.8

46 27.2

54

32.0

17

10.1

71

42.0

36

21.3

50 29.6

66

39.1

20

11.8

86

50.9

0

0.0

1

0.6

0

0.0

1

0.6

5

2.9

1

0.6

Missing
Primary Language
English

46

34.3

Spanish

5

3.7

75 56.0
8

6.0

96

71.6

25

18.7

121

90.3

10

7.5

3

2.2

13

9.7

40

23.0

Missing
Marital Status
Single

56

32.7

81 47.4 108

63.2

29

17.0

137

80.1

Married

4

2.3

12

7.0

12

7.0

4

2.3

16

9.4

Divorced

0

0.0

8

4.7

7

4.1

1

0.6

8

4.7

Separated

3

1.8

5

2.9

7

4.1

1

0.6

8

4.7

Widowed

0

0.0

2

1.2

0

0.0

2

1.2

2

1.2

3

1.7

Missing
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Demographic
characteristic

Treatment Type

Completion Status

Residential Outpatient

Complete

Full
sample

Fail

n

%

n

%

n

%

n

%

n

%a

5

3.0

8

4.8

9

5.4

4

2.4

13

7.8

Some high school

23

13.9

43 25.9

50

30.1

16

9.6

66

39.8

High school/GED

28

16.9

47 28.3

61

36.7

14

8.4

75

45.2

Associate Degree

1

0.6

4

2.4

5

3.0

0

0.0

5

3.0

Technical/Vocational

1

0.6

1

0.6

1

0.6

1

0.6

2

1.2

Bachelor’s Degree

1

0.6

4

2.4

5

3.0

0

0.0

5

3.0

8

4.6

Highest Education
Less than high school

Missing
Employment*
Unemployed
Employed

55

32.9

79 47.3

98

58.7

36

21.6

134

80.2

5

3.0

28 16.8

30

18.0

3

1.8

33

19.8

7

4.0

Missing
Income Range
None

6

19.4

2

6.5

3

9.7

5

16.1

8

25.8

Under $5,000

5

16.1

9 29.0

12

38.7

2

6.5

14

45.2

$5,000-14,999

2

6.5

2

6.5

4

12.9

0

0.0

4

12.9

$15,000-24,999

0

0.0

4 12.9

4

12.9

0

0.0

4

12.9

$25,000-34,999

0

0.0

1

1

3.2

0

0.0

1

3.2

143

82.2

3.2

Missing
Note. N = 174. Participants were on average 37.14 years old (SD = 11.50).
a

All percentages listed are valid percentages. Missing data percentages are also reported for all

variables with missing data. b This category included options for “trans male” or “trans female.”
However, the current sample did not include any participants who identified as either.
* Chi-square tests were run for all sub-groups except for sexual orientation and income range.
Significant results (p < .05) are discussed in the results section.
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Study 2
For the second study, participants included enrolled defendants in a mental health
diversion program in a borough of New York City. All defendants whose final disposition from
the diversion program (either through completion or termination) was between December 1,
2019 and April 30, 2020 were considered for inclusion in the current study. As with Study 1, the
projected minimum sample size, based on an a priori power analysis, was 83. This sample
comprised a sub-sample of the participants in Study 1. Therefore, participants were excluded if
they met exclusion criteria for Study 1; 39 participants were tracked during the recidivism
tracking phase of this study who were later excluded for these reasons. Additional exclusion
criteria included if their state-issued, unique identifier (NYSID) became unusable for any reason
during the study window or if there were any technical problems with the recidivism tracking
during their follow-up period; none of the identified participants were excluded for those
reasons. Two participants were excluded after tracking because their discharge date fell before
the study window, and they were therefore tracked erroneously. Three potential participants from
Study 1 who met inclusion criteria for Study 2 were not identified at the beginning of the data
collection phase of Study 2, and were, therefore, not included in the sample. The final sample for
Study 2 included a sub-sample of 30 participants from Study 1.
Demographic information was collected at the time of the initial intake into the diversion
program. Full demographic data are presented in Table 3. There was a significant amount of
missing data in two demographic categories. Categories for which there was more than 50%
missing data are solely reported in Table 3; this includes sexual orientation and income range.
All other categories are reported as valid percentages, with the percentage of missing data for
each included in Table 3.
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The mean age of the sample was 37.00 (SD = 12.46). The sample was 80% male. Race
and ethnicity were collected separately but were combined for the purposes of the study (as
described in the Codebook, see Appendix). The sample was 50.0% Hispanic/Latinx, 43.3%
Black/African American, and 6.7% White, Non-Hispanic/Latinx. 91.7% identified English as
their primary language. A large majority of the sample were unemployed at the time of intake
(75.9%). Educational status varied; however, a majority of the sample did not complete high
school or obtain a GED (55.1%). With regards to marital status, 80.0% of the sample were
single. The average length of time participants spent in the program was 583.20 days (SD =
134.17).
Table 3
Demographic Characteristics of Study 2 Participants at Intake
Demographic
Characteristic

n

%a

6

20.0

24

80.0

Heterosexual

1

33.3

Gay/Lesbian

1

33.3

Bisexual

1

33.3

Missing

27

90.0

2

6.7

Hispanic/Latinx

15

50.0

Black/African American

13

43.3

22

91.7

Gender Identity b
Female
Male
Sexual Orientation

Race and Ethnicity
White, Non-Hispanic/Latinx

Primary Language
English
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Demographic
Characteristic

n

%a

Spanish

2

8.3

Missing

6

20.0

24

80.0

Married

2

6.7

Divorced

2

6.7

Separated

2

6.7

3

10.3

Some high school

13

44.8

High school/GED

12

41.4

Technical/Vocational

1

3.4

Missing

1

3.3

134

80.2

33

19.8

7

4.0

Under $5,000

2

66.7

$5,000-14,999

1

33.3

Marital Status
Single

Highest Education
Less than high school

Employment
Unemployed
Employed
Missing
Income Range

Missing
27
90.0
Note. N = 30. Participants were on average 37.00 years old (SD = 12.46).
a

All percentages listed are valid percentages. Missing data percentages are also reported for all

variables with missing data. b This category included options for “trans male” or “trans female.”
However, the current sample did not include any participants who identified as either.
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Materials
Diversion Court Program
The diversion court program used in this study is based in a single borough of New York
City. This program is a post-booking, court-based diversion program with a designated judge and
court part. However, referrals from other court parts and judges are also accepted. Participants in
the program must have the approval of the prosecutor and judge. All levels of offenses are
considered for diversion. However, participants must have a mental health diagnosis or otherwise
require mental health treatment to be eligible for this program. Participants are required to plead
guilty to the top charge remaining on their indictment in exchange for suspended sentencing. The
treatment mandate ranges from six to nine months for misdemeanors and 18 to 24 months for
felonies. After successful completion of their mandate, participants typically receive a reduction
in sentencing, a reduction in charges, or have their charges dismissed completely. The diversion
court program offers comprehensive case management and uses community partners and existing
treatment centers to provide the individualized services.
Treatment
Participants were assigned to one of two treatment types as a normal part of the diversion
program procedure: residential or outpatient. Treatment decisions were made prior to the
initiation of this study and were not influenced or manipulated by this research. Residential
treatment consisted of treatment delivered within a therapeutic residential community.
Residential programs typically utilized an interdisciplinary team to provide structured,
comprehensive patient care. Many programs had a dual focus on mental illness and substance
use. Outpatient treatment programs varied more in terms of what services were included and the
frequency in which a participant was required to attend the program. Some participants received
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services through day programs; other participants received services through relevant providers
including psychologists and psychiatrists. Participants who received outpatient services typically
also met with a case manager from the mental health diversion program on a weekly basis.
AWARDS Data
The mental health diversion program utilized a web-based electronic charting system,
AWARDS, to manage client data. As a part of the intake process for the program, case managers
or psychology externs completing clinical work as part of a master’s or doctoral degree program
conducted a full psychosocial interview with each prospective client using a structured interview
format. The information obtained from those interviews and subsequent interactions with each
client was entered into the electronic charting system. One feature of the charting system was the
ability to extract data for analysis. All raw data, except for the recidivism data described below,
were extracted from this charting system based on defined inclusion and exclusion parameters
described above. The intake questionnaire included many items relevant for the agency’s internal
process. However, only pre-identified variables of interest for the current studies were included
in the current dataset. A codebook was created specifically for use in this study (see Appendix).
Raw data, as originally entered into AWARDS, were extracted and then re-coded for research
purposes using the descriptions outlined in the Codebook.
Modified Colorado Symptom Index (MCSI)
As part of the intake interview, participants were asked the questions from the MCSI
(Conrad, et al., 2001). The MCSI is a brief, self-report measure of psychological symptoms. It
was adapted from a larger symptom inventory, the Colorado Symptom Index, which was
developed as an outcome measure for mental health treatment studies. The MCSI was
specifically developed and validated for use with participants who are homeless or at high risk
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for homelessness. It demonstrates high construct validity for people with moderate to high
severity of symptoms (r = 0.62) (Conrad et al., 2001). The MCSI also had high internal
consistency (α = 0.90) and test-retest reliability (r = 0.79) (Conrad et al., 2001). It is identified as
an appropriate outcome measure for studies funded through organizations like the Substance
Abuse and Mental Health Services Administration (SAMHSA). The scores for each of the 14
items are totaled and range from 0 to56, with higher scores indicating greater emotional distress.
Violent Crimes Penal Code List
In order to determine if initial or subsequent offenses were violent crimes, a list of penal
codes representing violent crimes as determined by New York State was compiled. Section 70.02
of the New York State penal code defines which class B through E felony offenses are
considered “violent felony offense[s]” (New York Penal Law, 2019b). Section 70.00 of the New
York State penal code defines violent class A felonies (New York Penal Law, 2019a).
Misdemeanor level offenses were considered violent offenses if they were listed in Title H,
“Offenses Against the Person Involving Physical Injury, Sexual Conduct, Restraint and
Intimidation,” of the New York State penal code (New York Penal Law, 2019c).
Recidivism Tracking Protocol
Recidivism was tracked for one-year post-program completion for a subset of the
participants. There are three public use websites that track criminal cases and incarceration in
New York State (New York City inmate lookup: http://a073-ilsweb.nyc.gov/inmatelookup/pages/common/find.jsf; New York State inmate lookup:
http://nysdoccslookup.doccs.ny.gov/; and WebCriminal: https://iapps.courts.state.ny.us/webcrim
_attorney/AttorneyWelcome). The NYSID number or participant name was used to track each
participant for one year after their release from the program. Information on each website was
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maintained for at least 30 days. As such, recidivism data were collected once every 30 days. One
website expressly prohibited any automated searching process. Therefore, data were collected by
manually inputting the name or NYSID number into the respective website for each participant.
The date of arrest and charges were recorded for any arrests during the study window. Raw data
were re-coded according to procedures outlined in the Codebook (see Appendix).
Procedure
The current studies were conducted as a part of the necessary program evaluation for the
mental health court program. All data were collected either as a part of the intake process for the
diversion program, the termination process of the diversion program, or as routine follow-up
related to stated program goals. Although the first author worked for the agency and potentially
conducted several of the psychological evaluations included in these datasets, the data were
extracted using an online charting system which allowed for immediate de-identification of the
data prior to decisions about inclusion or any analyses. The first author used the online charting
system to identify potential participants who met the above time constraints. The data were
sorted based on a date variable and de-identified using sequential participant numbers at the
point of extraction. Participants were tracked for recidivism, as described above, as part of the
first author’s continued work for the participating agency and prior to the commencement of data
extraction for either study. After completion of the recidivism tracking, data for Study 1 were
extracted and participants from Study 2 were matched to the study-created identification
numbers. All identifying information was removed from the dataset prior to analysis or exclusion
decisions. Coding procedures, using the process defined in the Codebook (see Appendix),
commenced only after all raw data had been extracted and de-identified.
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Results
All hypotheses and analysis plans were identified prior to the beginning of analysis. The
assumptions for each test were evaluated prior to every planned analysis and violations were
addressed, as appropriate. Any alteration to the proposed plan is identified where relevant.
Preliminary Analysis
Descriptive statistics were conducted for all the main variables in the study to include
frequencies, means, standard deviations, and cross-tabulations where indicated. General
demographic results are presented in Tables 2 and 3. Overall, 77.6% of participants completed
the program. Of those who did not complete, the most common reason was non-compliance
(53.8%), followed by participants who absconded (28.3%) and participants who were re-arrested
while in the program (17.9%). All participants were assigned to either residential (36.8%) or
outpatient (63.2%) treatment. Of the participants for whom psychiatric diagnostic data were
available (N = 169), 98.8% had a psychiatric diagnosis recorded. Of the participants for whom
substance use and personality disorder diagnostic data were available (N = 168), 78.0% had a
substance use disorder recorded and 7.7% had a personality disorder recorded. The break-down
of psychiatric, substance use, and personality disorders are shown in Table 4; participants could
be diagnosed with more than one disorder within and across categories. Of the 30 participants
included in the sample for Study 2, examining recidivism, 10.0% were arrested during the oneyear follow-up period (n = 3). Of the people who were re-arrested, two had failed to complete the
program, which represents 40% of the participants in the sample who failed to complete the
program (n = 5), and one had successfully completed the program, which represents 4% of the
participants who completed the program in this subsample (n = 25). A chi-square test for
association was conducted between program completion and recidivism. Since some expected
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cell frequencies were less than five, a Fisher’s Exact test was used; the association was not
significant (p = .064).
Table 4
Diagnostic Break-down of Participants at Intake
n

%a

Psychosis-related

64

37.9

Psychotic features

11

6.5

Depressive-related

43

25.4

Bipolar-related

38

22.5

Anxiety-related

11

6.5

Trauma-related

34

20.1

Otherc

15

8.9

Missing

5

2.9

Alcohol

60

35.7

Cannabis

82

48.8

Phencyclidine

7

4.2

Hallucinogen

6

3.6

Inhalant

0

0.0

Opioid

36

21.4

Sedative, Hypnotic, or Anxiolytic

10

6.0

Stimulant

65

38.7

6

3.4

Antisocial

4

2.4

Borderline

8

4.8

Missing

6

3.4

Diagnosis
Psychiatricb

Substance Use

Missing
Personality
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a

All percentages listed are valid percentages. Missing data percentages are also reported for all

variables with missing data. b Information about which diagnoses were categorized under each
label can be found in the Codebook, Appendix. c Other diagnoses mainly included cognitiverelated disorders.
Demographic variables were compared for both treatment type and completion status to
determine if there were any significant differences between the subgroups. There was a
statistically significant association between employment status and program completion, χ2 (1, N
= 167) = 4.67, p = .031. Participants who were employed were more likely to complete the
program. There was also a statistically significant association between employment status and
treatment type, χ2 (1, N = 167) = 7.71, p = .005. Participants who were employed were more
likely to be assigned to outpatient treatment.
Since these data were not solely collected for research purposes, there was an expectation
that there might be missing and/or incomplete data. This was evaluated prior to any other
planned analyses. Variables for which more than 50% of the sample had missing data were not
considered appropriate for inclusion as they would decrease the sample size below the identified
minimum sample of 83; variables identified prior to analysis that were excluded for that reason
were: sexual orientation (67.8% missing), income (82.2% missing), recent psychiatric
hospitalization (78.2% missing), recent detox hospitalization (62.6% missing), number of prior
arrests (68.4% missing), number of prior convictions (67.8% missing), top charge level (66.7%
missing), and whether the top charge was violent or not (69.0% missing). Although multiple
other variables had missing data above 10%, which is thought to potentially introduce bias, the
likelihood of missingness was determined to be unlikely to depend on observed data or missing
data; missing data were likely attributable to factors related to data collection in a clinical setting
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(i.e., an individual clinician not asking a specific question one day, changes to the intake form, or
random errors associated with entering the data). Therefore, the missing data were categorized as
missing completely at random (MCAR) according to categories for missing data mechanisms set
forth by Rubin (1976; as cited in Dong & Peng, 2013). As such, it is reasonable to view the data
as a random sample of the complete data. Dong and Peng (2013) specify that “ignoring missing
data under MCAR will not introduce bias, but will increase the SE of the sample estimates due to
the reduced sample size” (p. 3). Any analyses resulting in reductions in sample size below the a
priori minimum established by the power analysis are noted where applicable.
Finally, the sample size for Study 2 was significantly lower than a priori estimates to
have sufficient power for the planned analyses. Given the smaller than expected sample size for
this study, a post-hoc power analysis was conducted. Effect sizes for the chi-square tests were
determined using Cohen’s estimates for small, medium, and large effects (Cohen, 1988). Effect
sizes for the logistic regression analyses were estimated using conventions proposed by Chen
and colleagues (2010). For a medium effect (0.3), the power for a sample of 30 for a chi-square
test is only 0.38. For a large effect (0.5), the power is 0.78. Therefore, there is a large chance that
smaller, but meaningful, effects would not be detected by these analyses. For the planned
regression analysis, the power for a medium effect (3.47) is 0.46. The power for a large effect
(6.71) is 0.71. The regression analyses also have a large probability of missing small, but
meaningful, effects.
Analysis of Hypotheses 1 through 6
Hypotheses 1 through 6 evaluated two sets of independent, categorical variables each.
They were analyzed using chi-square tests to determine if there was an association between each
pair of variables. Since these analyses all included 2x2 designs, Phi (φ) was chosen as the most
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appropriate measure of effect size. As there is no prior research directly examining these
hypotheses, effect sizes could only be interpreted using general guidelines. Kotrlik, Williams,
and Jobar (2011) provide some guidance on appropriate interpretation of effect sizes in line with
the American Psychological Association’s Publication Manual. While Cohen’s descriptors are
perhaps the most recognized, Rea and Parker (1992) offer a more nuanced set of descriptors. As
Cohen specifically cautioned against overreliance on general descriptors for fear the use of
arbitrary, yet reasonable, categories may be misunderstood (Cohen, 1988, p. 12), effect sizes
were interpreted using both accepted scales, in the hope that more research in this area will allow
for more specific interpretation in the future. Strength of effect sizes was interpreted using
Cohen’s descriptors, with .10 representing a small effect, .30 representing a medium effect, and
.50 representing a large effect (Cohen, 1988, p. 227). The strength of association was also
interpreted using descriptors offered by Rea and Parker (1992, p. 219) where under .10 is
considered a negligible association, .10 to under .20 is considered a weak association, .20 to
under .40 is considered a moderate association, .40 to under .60 is considered a relatively strong
association, .60 to under .80 is considered a strong association, and .80 to under 1.00 is
considered a very strong association.
Hypothesis 1
In order to test Hypothesis 1, a chi-square test for association was conducted between
treatment type (residential, outpatient) and program completion. All expected cell frequencies
were greater than five. There was a statistically significant association between treatment type
and program completion, χ2 (1, N = 174) = 8.33, p = .004, φ = -0.22. Participants who were
assigned to outpatient treatment were more likely to complete the program (84.5%) than
participants who were assigned to residential treatment (65.6%). This is considered a small effect
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(Cohen, 1988) or a moderate association (Rea & Parker, 1992). Therefore, there was support for
Hypothesis 1.
Hypothesis 2
In order to test Hypothesis 2, a chi-square test for association was conducted between
psychiatric diagnosis type, specifically if the participant was assigned a diagnosis of a psychoticrelated disorder or any other disorder with psychotic features, and program completion. All
expected cell frequencies were greater than five. There was no statistically significant association
between the presence of a psychotic disorder and program completion, χ2 (1, N = 168) = 2.24, p =
.134, φ = -0.12. Therefore, Hypothesis 2 was not supported.
Hypothesis 3
In order to test Hypothesis 3, a chi-square test for association was conducted between the
presence or absence of a substance use disorder and program completion. All expected cell
frequencies were greater than five. There was a statistically significant association between the
presence of a substance use disorder and program completion, χ2 (1, N = 168) = 4.10, p = .043, φ
= -0.16. Participants who had a substance use diagnosis were less likely to complete the program
(73.3%) than participants who did not have a substance use disorder (89.2%). This is considered
a small effect (Cohen, 1988) or a weak association (Rea & Parker, 1992). Therefore, there was
some support for Hypothesis 3.
Hypothesis 4
In order to test Hypothesis 4, a chi-square test for association was conducted between
treatment type and recidivism. Since some expected cell frequencies were less than five, a
Fisher’s Exact test was used. There was no statistically significant association between treatment
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type and recidivism, p = .702. However, only one participant in this analysis had been rearrested, meaning no comparison between treatment types could be made.
Hypothesis 5
In order to test Hypothesis 5, a chi-square test for association was conducted between
psychiatric diagnosis type, specifically if the participant was assigned a diagnosis of a psychoticrelated disorder or any other disorder with psychotic features, and recidivism. Since some
expected cell frequencies were less than five, a Fisher’s Exact test was used. There was no
statistically significant association between psychiatric diagnosis type and recidivism, p = .759.
Therefore, Hypothesis 5 was not supported.
Hypothesis 6
In order to test Hypothesis 6, a chi-square test for association was conducted between the
presence or absence of a substance use disorder and recidivism. Since some expected cell
frequencies were less than five, a Fisher’s Exact test was used. There was no statistically
significant association between the presence of a substance use disorder and recidivism, p = .214.
Therefore, Hypothesis 6 was not supported.
Analysis of Hypotheses 7 through 9
Hypotheses 7 through 9 incorporate multiple predictor variables into a model to evaluate
their ability to explain the outcome. The appropriate test for this analysis is a binomial logistic
regression. The independent variables chosen for these initial analyses are known factors that
have been found to influence treatment completion and recidivism in mental health courts, drug
courts, or traditional treatment contexts. Further exploratory analysis of additional variables will
be discussed below.
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Hypothesis 7
In order to assess which factors might predict the type of treatment assigned to each
participant, a logistic regression incorporating the independent variables substance use and
psychiatric diagnosis type was utilized. The dependent variable, treatment type, was
dichotomous (residential, outpatient). Since participants could have more than one category of
psychiatric diagnosis, a dichotomous variable indicating the presence or absence of a psychoticrelated disorder or psychotic features specifier was used. There were no significant outliers. The
logistic regression model was statistically significant, χ2 (2) = 9.90, p = .007. The model only
explained 7.9% (Nagelkerke R2) of the variance in treatment type. Of the two predictor variables,
only one was statistically significant: presence of a substance use disorder (p = .005).
Participants who had a substance use disorder were 3.90 times more likely to be assigned to
residential treatment than participants who did not have a substance use disorder. There was
some support for Hypothesis 7. Although, it appears the best predictor of treatment type in this
model was the presence of a substance use disorder.
Hypothesis 8
A logistic regression was utilized in order to assess if substance use, treatment type, and
diagnosis type, specifically the presence or absence of psychosis, would predict program
completion. There were two standardized residuals with values of 3.50 and 2.71 standard
deviations, which were kept in the analysis. The logistic regression model was statistically
significant, χ2 (3) = 10.98, p = .012. The model only explained 9.7% (Nagelkerke R2) of the
variance in treatment completion. Of the three predictor variables, only one was statistically
significant: treatment type (p = .034). Participants assigned to outpatient treatment were 2.29
times more likely to complete the program than participants assigned to residential treatment.

81

There was some support for Hypothesis 8. Although, it appears the best predictor of treatment
completion in this model was treatment type.
Hypothesis 9
A logistic regression was also utilized to determine if the identified independent variables
of treatment type, substance use, and presence of psychosis would predict recidivism. There was
one standardized residual with a value of 3.78 standard deviations, which was kept in the
analysis. The logistic regression model was not statistically significant, χ2 (3) = 2.36, p = .501.
However, the actual subsample of participants in the recidivism group was less than projected in
the original study design and less than the projected sample size to obtain adequate statistical
power.
Exploratory Analyses
Since so little is known about factors that might further predict treatment type decisions,
treatment completion, or recidivism, exploratory analyses using other relevant variables were
conducted. Variables were identified prior to any analysis, including analysis of the hypotheses,
and were chosen to represent information available at the time of intake that could reasonably be
expected to be associated with these outcomes. Exploratory logistic regression was utilized by
entering every variable in a step-wise fashion to determine if they were significant predictors.
Due to the exploratory nature of this aspect of analysis, non-significant predictors were removed
from the model at each iteration to determine which model best explains the outcome data for
this dataset.
Type of Treatment
The first research question sought to examine which of the identified variables from
Table 1 would best predict the treatment type decision. Table 5 shows the full progression of
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these analyses for the outcome: type of treatment. The final logistic regression model included
housing status, employment status, and presence of substance use. There was one standardized
residual with a value of 2.69 standard deviations, which was kept in the analysis. The logistic
regression model was statistically significant, χ2 (3) = 30.48, p < .001. The model explained
25.4% (Nagelkerke R2) of the variance in treatment type decisions and correctly classified 67.8%
of cases. Despite representing a significant predictor when first entered, employment status was
not a significant predictor of treatment type decision in the final model. Housing status and
presence of substance use remained significant predictors, as shown in Table 6. Participants with
unstable housing status were 3.49 times more likely to be assigned to residential treatment.
Participants with a substance use diagnosis were 18.58 times more likely to be referred for
residential treatment.
Table 5
Exploratory Logistic Regression Progression for Type of Treatment
Iteration

Variables Entered

Variables Excluded (p valuea)

1

Age

Age (.252)

2

Race/Ethnicity

Race/Ethnicity (.483)

3

Gender Identity

Gender Identity (.419)

4

Housing Status

None (.009)

5

Housing Status and Employment

None (.018)

6

Housing Status, Employment, and Education

Education (.963)

7

Housing Status, Employment, and Marital Status

Marital Status (.952)

8

Housing Status, Employment, and Psychosis

Psychosis (.969)

9

Housing Status, Employment, and Substance Use

None (.005)

Housing Status, Employment, Substance Use, and
Personality Disorder

Personality Disorder (.977)

10

Housing Status, Employment, Substance Use, and
MCSI Score

MCSI (.080)

11
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Iteration

Variables Entered

Variables Excluded (p valuea)

12

Housing Status, Employment, Substance Use, and
Lifetime Suicidal Thoughts

Lifetime Suicidal Thoughts
(.468)

13

Housing Status, Employment, Substance Use, and
Lifetime Suicidal Behaviors

Lifetime Suicidal Behaviors
(.835)

Housing Status, Employment, Substance Use, and
Recent Suicidal Behavior
14
Recent Suicidal Behavior
(.610)
a
For steps in which no variables were excluded, the p value represents the last added variable.

Table 6
Exploratory Logistic Regression Predicting Type of Treatment
B

S.E.

Wald

df

p Odds Ratio 95% CI for Odds Ratio
Lower

Upper

Housing Status

1.25

0.56

5.06

1 .024

3.49

1.17

10.34

Employment Status

1.12

0.61

3.39

1 .066

3.07

0.93

10.17

Substance Use

2.92

1.05

7.74

1 .005

18.58

2.37

145.65

-4.35

1.15

14.21

1 <.001

0.01

Constant

Program Completion
The second research question sought to examine which of the identified variables from
Table 1 would best predict program completion. Table 7 shows the full progression of these
analyses for the outcome: program completion. The final logistic regression model included
housing status and presence of substance use. There were two standardized residuals both with
values of 4.25 standard deviations, which were kept in the analysis. The logistic regression
model was statistically significant, χ2 (2) = 12.33, p = .002. The model explained 11.6%
(Nagelkerke R2) of the variance in treatment type decisions and correctly classified 76.6% of
cases. Housing status and presence of substance use were significant predictors, as shown in
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Table 8. Participants with stable housing status were 3.08 times more likely to complete the
program. Participants with no substance use diagnosis were 5.75 times more likely to complete
the program.
Table 7
Exploratory Logistic Regression Progression for Program Completion
Iteration

Variables Entered

Variables Excluded (p valuea)

1

Age

Age (.954)

2

Race/Ethnicity

Race/Ethnicity (.619)

3

Gender Identity

Gender Identity (.314)

4

Housing Status

None (.023)

5

Housing Status and Employment

Employment (.060)

6

Housing Status and Education

Education (.969)

7

Housing Status and Marital Status

Marital Status (.905)

8

Housing Status and Psychosis

Psychosis (.179)

9

Housing Status and Substance Use

None (.023)

10

Housing Status, Substance Use, and Personality Personality Disorder (.537)
Disorder
MCSI Score (.498)

11

Housing Status, Substance Use, and MCSI
Score

Lifetime Suicidal Thoughts (.400)

12

Housing Status, Substance Use, and Lifetime
Suicidal Thoughts
Housing Status, Substance Use, and Lifetime
Suicidal Behaviors

Lifetime Suicidal Behaviors (.237)

13

Housing Status, Substance Use, and Recent
Suicidal Behavior

Recent Suicidal Behavior (.325)

14

Housing Status, Substance Use, and Treatment Treatment Type (.233)
15
Type
a
For steps in which no variables were excluded, the p value represents the last added variable.
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Table 8
Exploratory Logistic Regression Predicting Program Completion
B

S.E.

Wald

df

p

Odds Ratio

95% CI for Odds Ratio
Lower

Upper

Housing Status

1.13

0.51

4.88

1

.027

3.08

1.14

8.37

Substance Use

1.75

0.77

5.20

1

.023

5.75

1.28

25.81

Constant

0.02

0.47

0.00

1

.966

1.02

Recidivism
The final research question sought to examine which of the identified variables from
Table 1 would best predict recidivism. However, the final sub-sample of participants who were
tracked for recidivism was significantly lower than predicted during the study design phase.
Ultimately, the exploratory regression analysis of this sub-sample was not conducted because
each step of building the model would have been impacted from the increased likelihood of
missing significant effects.
Discussion
Key Findings
This study sought to expand on current literature examining the effectiveness of mental
health diversion courts and provide a first analysis of the effects of an aspect of diversion court
treatment provision: treatment provision through outpatient treatment providers or residential
treatment programs. Due to variability in diversion programs and ethical concerns over random
assignment, prior research is largely not generalizable. However, with enough research on
various programs and documentation about the protocol of those programs, further research
could begin to analyze program-level variables across research studies. Therefore, it is important
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for each diversion program to conduct program evaluation research in order to continue to
advance understanding of what aspects of diversion may provide beneficial outcomes for both
participants and society.
This study found an effect of treatment type on program completion. Participants given
outpatient treatment were more likely to complete the full program mandate. The results also
indicated that the presence of a substance use disorder and housing instability may influence
treatment decisions, which influence program completion. Other variables of interest, identified
either in prior research or included in order to provide a comprehensive demographic and clinical
picture of participants, did not significantly predict treatment decisions, program completion, or
recidivism.
Implications
This study examined the factors that might influence treatment decisions in a mental
health diversion court program, participants’ completion of the program, and one-year, postdischarge recidivism. The program was a post-booking diversion program in New York City
with a dedicated court part and judge, clinical case management, and client-specific treatment
modalities and services. Most participants in the program completed the full treatment mandate.
One of the program-related differences between participants was the assignment of each
participant to either residential or outpatient treatment services, based on the clinical judgment of
the evaluator for the diversion program. Despite participating in the same diversion program,
participants assigned to different groups could have drastically different experiences and,
therefore, different outcomes. Prior research by Liles and colleagues (2018), which examined the
difference between participants who were placed in supervised housing versus those who
remained in their own homes during a diversion program, found that those in the more restrictive
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housing setting were less likely to complete the program. Results of the current study indicated
that the type of treatment provided was associated with program completion such that those who
were assigned to outpatient treatment were more likely to complete the program. This could be a
result of many factors attributable to the difference in outpatient and residential treatment, which
could be an important focus for future research. This effect could conceivably be related to
differences in programming or approach between programs, increased direct contact with the
diversion caseworkers for outpatient participants, a greater sense of autonomy felt by participants
in outpatient programs or a greater sense of coercion felt by participants in residential programs,
greater access to support systems or other stabilizing factors by those given outpatient treatment,
or that those assigned to residential treatment also represented a higher risk category and the
difference in success is simply a reflection of the differences in risk between those groups prior
to treatment initiation. Ultimately, determining why diversion is potentially more successful for
participants in outpatient treatment could be useful in constructing future diversion programs or
sub-programs of current treatment delivery programs specifically for diversion participants.
Another focus of the current research was recidivism, as measured by re-arrest, within
one year of discharge from the program. Only one (4%) of the participants who completed the
program in the recidivism sub-sample was re-arrested during the one-year follow-up post
program completion. Two (40%) participants who failed to complete the program were rearrested. As such, statistical analysis of recidivism outcomes was limited. Ultimately, no
reasonable conclusions could be drawn from these data. However, the tracking protocol did
appear to represent a reasonable way to approach data collection in future projects.
Several variables were identified as possibly being related to a participant’s ability to
complete the program. These variables were also predicted to be most directly related to the
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treatment decisions made by evaluators, since evaluators might consider possible destabilizing
factors or need for increased supervision when determining the most appropriate treatment. The
presence of any substance use disorder was associated with less likelihood of completing the
program when evaluated alone. It was also the best predictor of assignment to treatment type,
with those who had substance use disorders being more likely to be assigned to residential
treatment. The exploratory analyses also revealed housing status may also influence treatment
decisions. The treatment decision appears to have been influenced by housing status at intake
and the presence of a substance use disorder. Both those with unstable housing and a diagnosed
substance use disorder were significantly more likely to be referred for residential treatment.
This likely reflects a desire to provide more supervision and stabilization to those high-risk
populations. These were also the same factors that ultimately represented the best model to
predict program completion. Those who had stable housing and did not have a substance use
disorder were more likely to complete the program. It is ultimately unclear if the differences in
completion represent a true treatment effect or if the treatment effect is a byproduct of accurate
classification of risk during the evaluation (i.e., people with higher risk are assigned to a higher
level of care) rather than differences in the treatment provided. Missing data, as discussed below,
complicated the analysis of these effects.
Prior literature has identified possible effects of gender (Dirks-Linhorst et al., 2011;
Reich et al., 2014), race (Dirks-Linhorst et al., 2011; Liles et al., 2018; Reich et al., 2014),
mental health severity (Dirks-Linhorst et al., 2011), housing status (Liles et al., 2018; Reich et
al., 2014), diagnosis (Liles et al., 2018), and substance use history (Dirks-Linhorst et al., 2011)
on program completion. However, most of these effects were also examined in other samples and
were found to be non-significant (as explained more fully in the literature review). This sample
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did not evidence effects of gender identity, race, mental health severity (measured differently
than prior research), or diagnosis. There was some evidence housing status and substance use
history affected completion in this sample. However, the effect of having a substance use
diagnosis in the sample was associated with being less likely to complete the program; in prior
research, people who used substances were less likely to enter the program, but those who did
were more likely to complete it (Dirks-Linhorst et al., 2011).
Limitations
There were several limitations to the current study. As discussed in the Results section,
the sample size for the recidivism portion of the current study (Study 2) was smaller than
expected. This significantly limited the utility of the data. Another limitation, present in much of
the current literature on diversion court outcomes, was the absence of a true experimental design.
Participants proceeded through the program as they normally would, which provided an accurate
measure of this program’s performance, but limits the conclusions that can be drawn from the
results. This introduces a selection bias as only participants who were chosen to participate by a
system rightfully biased in favor of choosing people who would be successfully diverted were
included in this study. There is also no comparison group of non-diverted participants or
participants who were diverted despite prediction they would not be successful. While one could
argue that the program’s completion rate of 77.6% lends some validity to the assessment process
currently utilized by the program, there is no way to know if people not chosen for diversion
were actually less likely to complete the program or benefit from participation.
Another limitation of this study, also discussed in the results section, was the fact that
these data were not collected for use in research. The data were collected by clinical staff during
the intake process. There may be differences in how the staff asked questions or explained the
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instructions to different included measures. There could also be differences in staff member
efficacy in eliciting complete and truthful information. While that type of error is presumed in
typical evaluations, it does introduce an increased possibility that there are differences in data
attributable to interviewer bias or demand characteristics. There is also no way to be sure the
information entered into the database was the only information on which the evaluators based
their decisions. The data collection process also contributed to the amount of missing data
present in this dataset. There was no way to accurately determine if empty cells represented a
true zero or missing data. Therefore, a conservative approach, which treated it as missing data,
resulted in exclusion of cases for relevant analyses. This was particularly impactful on the
regression analyses because adding predictors in different combinations affected the number of
cases included in the analysis, sometimes resulting in conflicting results.
Since the data were only collected during the intake to the program, it is unclear if any of
the variables changed during their time in the program. While initial treatment decisions clearly
relied on the data available at intake, it is possible that changes to some factors during the
progression in the program (e.g., housing status, employment, diagnostic adjustment, or
symptom remission) could influence the outcomes. This was unable to be accounted for in the
current study. This study also did not include post-completion measures of mental illness
severity, which means the results do not add to the literature on the effect diversion programs
have on mental health or the quality of life of the participants.
Finally, there were multiple threats to the validity of this research due to major historical
factors. Internally, the clinical director of the program changed partway through the data
collection. This resulted in known changes to the intake protocol. However, there could have
been other changes attributable to the training in staff or approach to the final decision over time,

91

as a result of this change. Participants who entered or completed the program prior to these
changes may have received a different experience than those who entered or completed after
these changes. However, despite representing a discrete event, differences attributable to this
change could have developed over time. As such, simply analyzing differences before and after a
start date would not fully account for this historical factor. Externally, there were major historical
events, which could reasonably be expected to directly influence study outcomes, specifically
recidivism. During the recidivism follow-up phase, the COVID-19 pandemic resulted in
dramatic changes in day-to-day life for participants, including possible changes in employment,
housing, family structure, medical or emotional well-being, access to treatment, and interaction
with the police. Ultimately, the pandemic could have resulted in both stabilizing (or recidivismreducing) factors (e.g., less ability to associate with friends with criminal attitudes) or
destabilizing (or recidivism-increasing) factors (e.g., decreased mental health treatment or
multiple deaths in the family). There was no way to measure the impact of the pandemic on these
participants in order to determine if these factors affected the outcomes. Also, there were major
criminal justice movements and reforms during the recidivism follow-up period, including some
significant changes to the bail system in New York City and major civil unrest following high
profile police shootings. New York City saw major protests during this time, which could have
reduced the likelihood of recidivism by diverting police resources away from enforcement of
lower-level offenses or increased the likelihood of recidivism for people engaging in protests of
police brutality. There were also major changes due to bail reform during this time and the court
system effectively shutting down for much of the pandemic, resulting in possible slower
processing times or lags in reporting to the databases utilized. It is unclear how these historical
factors also could have impacted the general enforcement tactics of the New York Police
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Department during this follow-up window. Since the recidivism sample was also significantly
smaller than expected, which impacts the power of the design, as discussed in the Results
section, the recidivism study is most useful as a pilot study for the follow-up process, rather than
a true outcome of the current study.
Conclusion
Mental health diversion courts were founded to serve two distinct goals: to provide
treatment to people with mental illness who become justice involved and to reduce risks to
public safety by reducing criminal recidivism. This project evaluated both goals within a single
program in order to help develop an understanding of how treatment decisions and other
demographic or clinical factors interact with those goals. The findings of this study indicate there
may be differences in treatment delivered through residential versus outpatient modalities.
Participants may also benefit from focus on destabilizing factors, like housing instability and
substance use, which were found to be significantly associated with poorer program outcomes.
Ultimately, the design of the mental health court program is largely up to the jurisdiction
or individual judge running the program. Therefore, there are likely differences in types of
offenders admitted, level of service provided, and scrutiny of the participants during their time in
the program (Almquist & Dodd, 2009). These differences among programs could account for
differences in outcomes among different courts. However, treatment decisions made within
programs may also influence outcomes in the same court system. This study examined one
diversion program model with two treatment modalities; all other program-level factors were
likely constant among participants. In this sample, the level of care and supervision provided
appeared to affect the success of the participants. Further exploration of whether this effect was
attributable to individual factors that influenced treatment assignment or program factors related
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to the treatment received could help determine the best path forward. Through further research
into program composition and efficacy, a more uniform model could be formed to ensure
evidence-based best practices are utilized in all mental health diversion programs.
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Appendix
Codebook
999 = missing data
888 = researcher choice needed – treated as missing
1. ID – participant ID – in numerical order
2. AGE – age at admission to the program [AWARDS:Intake/Admission:Age at Admission]
& [AWARDS:D&Ev.2018:Age]
3. GENDER – gender identity as coded in AWARDS [AWARDS:Demographics:Gender
Identity] & [AWARDS:D&Ev.2018:Sex]
a. Male

[1]

b. Female

[2]

c. Trans Male

[3]

d. Trans Female

[4]

4. SORIENT – sexual orientation as coded in AWARDS [AWARDS:TASC
Assessment:Sexual Preference]
a. Heterosexual

[1]

b. Gay/Lesbian (labeled “homosexual” in AWARDS)

[2]

c. Bisexual

[3]

d. Other

[4]

5. RACE – racial category as coded in AWARDS [AWARDS:Demographics:Race] &
[AWARDS:D&Ev.2018:Race]
a. White/Caucasian

[1]

b. Black/African American

[2]

c. Asian/Pacific Islander

[3]
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d. American Indian/Alaskan Native

[4]

6. ETHN – ethnicity category converted from AWARDS
[AWARDS:Demographics:Ethnicity] & [AWARDS:D&Ev.2018:Ethnicity]
a. Non-Hispanic/Latinx

[1]

b. Hispanic/Latinx

[2]

7. RACETH – combined race and ethnicity category, recoded from RACE and ETHN
a. White, Non-Hispanic/Latinx (RACE=1, ETHN=1)

[1]

b. Black/African American (RACE=2, ETHN=1)

[2]

c. Hispanic/Latinx (RACE=any, ETHN=2)

[3]

d. Asian/Pacific Islander (RACE=3, ETHN = 1)

[4]

8. LANG – primary language as coded in AWARDS [AWARDS:Demographics:Primary
Language]
a. English

[1]

b. Spanish

[2]

9. EDUC – education from AWARDS – highest diploma received
[AWARDS:Education/Employment:Education Level] &
[AWARDS:Education/Employment:Diploma]
a. Less than High School (education level <9)

[1]

b. Some High School (education level 9+, diploma none)

[2]

c. High School Diploma/GED

[3]

d. Associate Degree

[4]

e. Technical/Vocational School Degree

[5]

f. Bachelor’s Degree

[6]
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g. Graduate Degree

[7]

10. MARSTAT – marital status at intake from AWARDS [AWARDS:Demographics:Marital
Status] & [AWARDS:D&Ev.2018:Marital Status] & [AWARDS:TASC
Assessment:Marital Status]
a. Single

[1]

b. Married

[2]

c. Divorced

[3]

d. Separated

[4]

e. Legal Domestic Partnership

[5]

f. Widowed

[6]

g. Common Law

[7]

11. EMPLOY – employment status at intake from AWARDS
[AWARDS:Education/Employment:Employment Status] & [AWARDS:TASC
Assessment:Employment Status]
a. Employed

[1]

b. Unemployed

[2]

12. HSTABLE – Prior to their arrest or at intake, did they have stable housing? Coded based
on housing status (HOUSING)
a. Unstable Housing (homeless, shelter, transitional housing) [0]
b. Stable Housing (own apartment, with family/friends/SO,
independent housing, assisted/supportive/SRO

[1]

13. HOUSING – What was the exact code for their housing status prior to arrest or at intake?
[AWARDS:Intake/Admission:Previous Living Situation]
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a. Homeless

[1]

b. Shelter

[2]

c. Transitional Housing

[3]

d. Own Apartment

[4]

e. With family/friends

[5]

f. With significant other

[6]

g. Independent housing

[7]

h. Assisted/supportive/SRO

[8]

i. Residential Treatment Program

[9]

14. INCOME – present income range as coded in AWARDS [AWARDS:TASC
Assessment:Present Income]
a. None

[1]

b. Under $5,000

[2]

c. $5,000 – 14,999

[3]

d. $15,000 – 24,999

[4]

e. $25,000 – 34,999

[5]

15. DIAG – Do they have a psychiatric diagnosis at intake? [AWARDS:Medical:Diagnoses
Text] (if missing, [AWARDS:Client File Cabinet:Report:Diagnoses])
a. No

[0]

b. Yes

[1]

16. PSYCHOSIS – Is there any psychosis related diagnosis? (Recoded based on if either
DIAGPSY or DIAGPF is yes)
a. No

[0]
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b. Yes

[1]

17. DIAGPSY – Do they have a psychosis related diagnosis at intake (schizophrenia,
schizoaffective, delusional, brief psychotic, schizophreniform, other or unspecified
schizophrenia spectrum or psychotic disorder) [AWARDS:Medical:Diagnoses Text] (if
missing, [AWARDS:Client File Cabinet:Report:Diagnoses])
a. No

[0]

b. Yes

[1]

18. DIAGPF – Do they have a diagnosis with a specifier of psychotic features at intake?
[AWARDS:Medical:Diagnoses Text] (if missing, [AWARDS:Client File
Cabinet:Report:Diagnoses])
a. No

[0]

b. Yes

[1]

19. DIAGDEP – Do they have a depressive related diagnosis at intake (major depressive
disorder, persistent depressive disorder, disruptive mood dysregulation disorder, other or
unspecified depressive disorder) [AWARDS:Medical:Diagnoses Text] (if missing,
[AWARDS:Client File Cabinet:Report:Diagnoses])
a. No

[0]

b. Yes

[1]

20. DIAGBI – Do they have a bipolar related diagnosis at intake (Bipolar I, Bipolar II,
Cyclothymic, Other or unspecified bipolar) [AWARDS:Medical:Diagnoses Text] (if
missing, [AWARDS:Client File Cabinet:Report:Diagnoses])
a. No

[0]

b. Yes

[1]
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21. DIAGANX – Do they have an anxiety related diagnosis at intake (panic disorder,
generalized anxiety disorder, other or unspecified anxiety disorder)
[AWARDS:Medical:Diagnoses Text] (if missing, [AWARDS:Client File
Cabinet:Report:Diagnoses])
a. No

[0]

b. Yes

[1]

22. DIAGTRA – Do they have a trauma related diagnosis at intake (PTSD, acute stress
disorder, other or unspecified trauma or stressor related disorder)
[AWARDS:Medical:Diagnoses Text] (if missing, [AWARDS:Client File
Cabinet:Report:Diagnoses])
a. No

[0]

b. Yes

[1]

23. DIAGOTH – Do they have any other diagnosis at intake (not substance use or
personality) [AWARDS:Medical:Diagnoses Text] (if missing, [AWARDS:Client File
Cabinet:Report:Diagnoses])
a. No

[0]

b. Yes

[1]

24. DIAGOTHN – Text of other diagnosis [AWARDS:Medical:Diagnoses Text] (if missing,
[AWARDS:Client File Cabinet:Report:Diagnoses])
25. CSI – total score on Modified CSI [AWARDS:Modified CSI…:Modified CSI Score]
26. PMED – on psychiatric medication at intake [AWARDS:Medical:Current Medication]
a. No

[0]

b. Yes

[1]
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27. PMPSYCH – are they on an anti-psychotic [AWARDS:Medical:Current Medication]
a. No

[0]

b. Yes

[1]

28. PMDEP – are they on an anti-depressant [AWARDS:Medical:Current Medication]
a. No

[0]

b. Yes

[1]

29. PMMOOD – are they on a mood-stabilizer [AWARDS:Medical:Current Medication]
a. No

[0]

b. Yes

[1]

30. PMANX – are they on an anxiety medication [AWARDS:Medical:Current Medication]
a. No

[0]

b. Yes

[1]

31. PDDIAG – do they have a personality disorder diagnosis in AWARDS
[AWARDS:Medical:Diagnoses Text] (if missing, [AWARDS:Client File
Cabinet:Report:Diagnoses])
a. No

[0]

b. Yes

[1]

32. PDTYPE – which personality disorder were they diagnosed with in AWARDS
[AWARDS:Medical:Diagnoses Text] (if missing, [AWARDS:Client File
Cabinet:Report:Diagnoses])
a. Paranoid Personality Disorder

[1]

b. Schizoid Personality Disorder

[2]

c. Schizotypal Personality Disorder

[3]
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d. Antisocial Personality Disorder

[4]

e. Borderline Personality Disorder

[5]

f. Histrionic Personality Disorder

[6]

g. Narcissistic Personality Disorder

[7]

h. Avoidant Personality Disorder

[8]

i. Dependent Personality Disorder

[9]

j. Obsessive Compulsive Personality Disorder

[10]

33. SUD – do they have any substance use diagnoses in AWARDS
[AWARDS:Medical:Diagnoses Text] (if missing, [AWARDS:Client File
Cabinet:Report:Diagnoses])
a. No

[0]

b. Yes

[1]

34. ALCOHOL – Do they have an alcohol use disorder diagnosis?
[AWARDS:Medical:Diagnoses Text] (if missing, [AWARDS:Client File
Cabinet:Report:Diagnoses])
a. No

[0]

b. Yes

[1]

35. CANNABIS – Do they have a cannabis use disorder diagnosis?
[AWARDS:Medical:Diagnoses Text] (if missing, [AWARDS:Client File
Cabinet:Report:Diagnoses])
a. No

[0]

b. Yes

[1]
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36. PCP – Do they have a Phencyclidine use disorder diagnosis?
[AWARDS:Medical:Diagnoses Text] (if missing, [AWARDS:Client File
Cabinet:Report:Diagnoses])
a. No

[0]

b. Yes

[1]

37. HALLUC – Do they have an other hallucinogen use disorder diagnosis?
[AWARDS:Medical:Diagnoses Text] (if missing, [AWARDS:Client File
Cabinet:Report:Diagnoses])
a. No

[0]

b. Yes

[1]

38. INHALE – Do they have an inhalant use disorder diagnosis?
[AWARDS:Medical:Diagnoses Text] (if missing, [AWARDS:Client File
Cabinet:Report:Diagnoses])
a. No

[0]

b. Yes

[1]

39. OPIOID – Do they have an opioid use disorder diagnosis?
[AWARDS:Medical:Diagnoses Text] (if missing, [AWARDS:Client File
Cabinet:Report:Diagnoses])
a. No

[0]

b. Yes

[1]

40. SEHYAN – Do they have a sedative, hypnotic, or anxiolytic use disorder diagnosis?
[AWARDS:Medical:Diagnoses Text] (if missing, [AWARDS:Client File
Cabinet:Report:Diagnoses])
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a. No

[0]

b. Yes

[1]

41. STIMULANT – Do they have a stimulant use disorder diagnosis?
[AWARDS:Medical:Diagnoses Text] (if missing, [AWARDS:Client File
Cabinet:Report:Diagnoses])
a. No

[0]

b. Yes

[1]

42. SUDTYPE1 – which substance use disorders are they diagnosed with in AWARDS
(same information as above, coded in a different way) [AWARDS:Medical:Diagnoses
Text]
a. Alcohol use disorder

[1]

b. Cannabis use disorder

[2]

c. Phencyclidine use disorder

[3]

d. Other hallucinogen use disorder

[4]

e. Inhalant use disorder

[5]

f. Opioid use disorder

[6]

g. Sedative, hypnotic, or anxiolytic use disorder

[7]

h. Stimulant use disorder

[8]

43. SUDTYPE2 – which substance use disorders are they diagnosed with in AWARDS
(same information as above, coded in a different way) [AWARDS:Medical:Diagnoses
Text]
a. Alcohol use disorder

[1]

b. Cannabis use disorder

[2]
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c. Phencyclidine use disorder

[3]

d. Other hallucinogen use disorder

[4]

e. Inhalant use disorder

[5]

f. Opioid use disorder

[6]

g. Sedative, hypnotic, or anxiolytic use disorder

[7]

h. Stimulant use disorder

[8]

44. SUDTYPE3 – which substance use disorders are they diagnosed with in AWARDS
(same information as above, coded in a different way) [AWARDS:Medical:Diagnoses
Text]
a. Alcohol use disorder

[1]

b. Cannabis use disorder

[2]

c. Phencyclidine use disorder

[3]

d. Other hallucinogen use disorder

[4]

e. Inhalant use disorder

[5]

f. Opioid use disorder

[6]

g. Sedative, hypnotic, or anxiolytic use disorder

[7]

h. Stimulant use disorder

[8]

45. SUDTYPE4 – which substance use disorders are they diagnosed with in AWARDS
(same information as above, coded in a different way) [AWARDS:Medical:Diagnoses
Text]
a. Alcohol use disorder

[1]

b. Cannabis use disorder

[2]

c. Phencyclidine use disorder

[3]
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d. Other hallucinogen use disorder

[4]

e. Inhalant use disorder

[5]

f. Opioid use disorder

[6]

g. Sedative, hypnotic, or anxiolytic use disorder

[7]

h. Stimulant use disorder

[8]

46. SUDTYPE5 – which substance use disorders are they diagnosed with in AWARDS
(same information as above, coded in a different way) [AWARDS:Medical:Diagnoses
Text]
a. Alcohol use disorder

[1]

b. Cannabis use disorder

[2]

c. Phencyclidine use disorder

[3]

d. Other hallucinogen use disorder

[4]

e. Inhalant use disorder

[5]

f. Opioid use disorder

[6]

g. Sedative, hypnotic, or anxiolytic use disorder

[7]

h. Stimulant use disorder

[8]

47. SUICTH – on Columbia (ever) scale, endorsed suicidal thoughts
[AWARDS:ColumbiaSuicideSeverity-Ever:Suicidal Thoughts]
a. No

[0]

b. Yes

[1]

48. SUICBE – on Columbia (ever) scale, endorsed suicidal behavior
[AWARDS:ColumbiaSuicideSeverity-Ever:Suicide Behavior Question]
a. No

[0]
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b. Yes

[1]

49. SUICBPM – on Columbia (past month) scale, endorsed suicidal behavior
[AWARDS:ColumbiaSuicideSeverity-Past Month:Suicide Behavior Question]
a. No

[0]

b. Yes

[1]

50. PSYCHOSP – were they hospitalized in a psychiatric (or “both”) hospital in the past 6
months according to AWARDS [AWARDS:Medical Conditions:If hospitalized in the
last 6 months. State reason]
a. No

[0]

b. Yes

[1]

51. DETOXHOS – were they hospitalized for detox in the past 6 months according to
AWARDS [AWARDS:Medical Conditions: In the last 6 months: Days in Drug and/or
Alcohol Inpatient Detox]
a. No

[0]

b. Yes

[1]

52. PRIORA – number of prior arrests [AWARDS:TASC Assessment:# of prior arrests]
53. PRIORC – number of prior convictions [AWARDS:TASC Assessment:# of prior
convictions]
54. CHARGEL – top charge level [AWARDS:TASC Assessment:Top arrest charge level]
a. Felony

[1]

b. Misdemeanor

[2]

55. CHARGEV – top charge violent [AWARDS:TASC Assessment:Top arrest charge]
a. No

[0]
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b. Yes

[1]

56. TXTYPE – type of treatment [AWARDS:Intake Memo:Placement Modality]
a. Outpatient

[0]

b. Residential

[1]

57. ADMDATE – date of admission to program [AWARDS:Intake/Admission:Admission
Date]
58. DCHGDATE – date of discharge from program [AWARDS:Discharge:Discharge Date]
59. LASTCONT – date of last contact (if person withdrew or non-compliant)
[AWARDS:Service Coordination/Contacts:Last Contact Date]
60. PLENGTH – number of days in program [AWARDS:Program History:Length of
Program Stay (in Days)]
61. ACCEPT – Did they begin the program? [AWARDS:Discharge:Discharge reason]
a. No (any code 2, 4)

[0]

b. Yes (any code 1, 3)

[1]

62. COMPLETE – Did they complete the program? [AWARDS:Discharge:Discharge reason]
a. No (any code 3)

[0]

b. Yes (any code 1)

[1]

63. COMPREAS – reason for non-completion [AWARDS:Discharge:Discharge reason]
a. Non-compliance (3B- non-compliant)

[1]

b. Absconded (3A)

[2]

c. Death

[3]

d. N/A – not accepted (reasons given in AWARDS) (2 or 4)

[4]

e. N/A – completed (1A)

[5]
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f. Re-arrested (3B-re-arrested)

[6]

64. RTRACK – part of recidivism tracking?
a. No

[0]

b. Yes

[1]

65. RCOHORT – when started tracking recidivism
a. December 2019

[1]

b. March 2020

[2]

c. May 2020

[3]

66. RECIDIV – ever re-arrested
a. No

[0]

b. Yes

[1]

67. RTOTAL – total number of re-arrests
68. RMONTH1 – which follow-up month did the recidivism first occur? (1-12)
(for first month, date of arrest should be after disposition date to count as re-arrest)
69. RVIOL1 – penal code to determine presence or absence of violent charge for first arrest
(see below)
a. Violent Charge

[1]

b. No Violent Charge

[2]

70. RCHGT1 - Charge type for first re-arrest
a. Felony

[1]

b. Misdemeanor

[2]

c. Both

[3]

d. Violation only

[4]
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71. RMONTH2 – which follow-up month did the second arrest occur? (1-12)
72. RVIOL2 – penal code to determine presence or absence of violent charge for second
arrest (see below)
a. Violent Charge

[1]

b. No Violent Charge

[2]

73. RCHGT2 - Charge type for first re-arrest
a. Felony

[1]

b. Misdemeanor

[2]

c. Both

[3]

d. Violation only

[4]
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